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The Neurologic Aspects of Vertigo 


Analysis of 400 Cases 


THE ART OF MEDICINE, primarily concerned with 
clinical diagnosis, is of necessity preoccupied with 
symptoms of deranged function. The symptom ver- 
tigo demands attention not only because of its 
disruptiveness, but also because of its high clinical 
incidence. Thus, the 400 consecutive cases being 
here considered constituted an incidence of 6.1 per 
cent, as they were observed in the examination of 
almost 8,000 patients referred for neurological con- 
sultation. The series represents but a small propor- 
tion of all neurological cases in which vertigo is 
present; it consists of patients with a presenting 
complaint of dizziness or giddiness or a preliminary 
diagnosis of vertigo. 


Of the galaxy of symptoms there is—with the ex- 
ception of pain—probably no symptom personally 
experienced by so many physicians as vertigo—un- 
commonly from a pathological process, but com- 
monly from unphysiological stimulation by motion 
while on the seas, in the air or on the merry-go- 
round, or by alcohol. 


By derivation the term vertigo implies an hallu- 
cination of rotation of self or surroundings. In clini- 
cal neurology the term is used more comprehensively 
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e Of almost 8,000 patients referred for neuro- 
logical consultation, 6.1 per cent had “dizzi- 
ness” as a presenting complaint. Dizziness is a 
nonspecific complaint, used loosely to describe 
funny feelings in the head or lightheadedness by 
anxious or depressed patients; or it may mean 
vertigo—a hallucination of movement of self or 
surroundings in horizontal, rotatory or vertical 
direction. An analysis of 400 cases showed the 
complaint “dizziness” to be functional in about 
25 per cent of patients. The cause in the remain- 
ing cases varied from epilepsy from cortical le- 
sions, to lesion of the brain stem, such as 
tumors, vascular insufficiency, and multiple scle- 
rosis, or to the peripheral neurone from Meni- 
ere’s disease, and vestibular neuritis. 

Leading the patient out in a description of 
the kind of dizziness he feels may give clues that 
will help differentiate between true vertigo and 
functional disorder, particularly when considered 
against the information that is obtained in neuro- 
logical examination. 


to include the descriptions of the sensations experi- 
enced by patients who have vertigo due to organic 
lesions of the vestibular apparatus resulting in dys- 
equilibrium: An hallucination of movement of self 
or surroundings in horizontal, rotatory or vertical 
directions, varying in severity. Thus, a patient may 
be thrown to the ground on one occasion, while at 
another time have only a vague feeling of unsteadi- 
ness or uncertainty of movement, difficult to express 
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in words. Some of these mildest forms may be 
dismissed as psychogenic, although readily accepted 
when seen as the end stage, lasting at times many 
days, of a severe attack of vertigo. The vertigo may 
be paroxysmal, chronic, postural or positional; or 
a single attack or several attacks may occur over 
many years. 

Jongkees® said that vertigo was due to unphys- 
iological stimulation of the vestibular organ. By 
experiments with subjects in a swing that was moved 
back and forth horizontally, he found that the direc- 
tion of the acceleration given to the swing and of 
the acceleration of gravity form a parallelogram of 
accelerations with calculable direction; and normal 
subjects oscillated on the swing invariably con- 
firmed this by their sensations. Thus, theoretically, 
if the subject is swinging head first, he will feel 
that he is tilting backwards, and, in fact, this is the 
sensation he does perceive. Vice versa, when the 
swing is moving feet first, he feels that he is tilting 
forward. It should be possible to place a normal 
person on the horizontal swing in such a position 
and subject him to such force, that the direction 
finds the “blind spot” of the labyrinth—that is, 
the position in which no otolith is in contact with 
its layer. This is found to be true in practice, the 
subject retaining no sensation at all of his position 
in space, despite intact proprioceptive and skin 
reflexes; and so, the movement is not perceived. 

Vertigo is an impression in consciousness, not 
of actual movement, but an upset of the normal 
dynamic relationship existing between the body or 
the head and space, the vestibular mechanism being 
the proprioceptive organ for the head-neck posi- 
tioning. As is well known, it has been demonstrated 
experimentally that this mechanism, along with the 
proprioceptors of the muscles, joints and spine, is 
reflexly capable of enabling the animal which has 
undergone a transection of the brain stem above the 
level of the red nuclei to adopt a normal posture 
and then, when displaced from that posture, to 
return to it by means of the righting reflexes. Physi- 
ological overstimulation of this mechanism, as oc- 
curs in acceleration or deceleration in certain planes 
or caloric stimulation, results in vertigo as do dis- 
ease processes which disturb function. In the ab- 
sence of such excessive stimuli or disorders, there 
is no impression in consciousness of the orientation 
of the body in space. 

Vertigo may, however, occur when this orderly 
orientation is disturbed by an illusion of movement 
of space, as occurs when one is sitting in a station- 
ary train and the nearby stationary train moves, or 
by an apparent disturbance of oneself with regard 
to space. As Hughlings Jackson® pointed out, the 
simplest form of vertigo is that which is produced 
by paralysis of an ocular muscle. This is primarily 


256 





due to the faulty projection of the visual field of 
the affected eye, as a result of which the patient is 
presented with two visual spaces, the vestibular 
apparatus having the task of orientating the head 
in relation to each of its two proper but conflicting 


fields. 


While the vestibular apparatus is sufficient to 
maintain posture unaided by vision or conscious- 
ness, both of these play important roles. Without 
vision one’s extracorporeal space is very limited and 
righting reflexes can act unhampered. When the 
vestibular apparatus is damaged, vision may, and 
does, enable posture to be maintained; but with a 
normal vestibular mechanism, the wider the horizon 
and the greater the depth of space, the more difficult 
is the problem of orientation. Here, vision poses 
problems for the vestibular apparatus, rather than 
aids it. This is what appears to happen in the vertigo 
on a precipice or high platform. Does it play a part 
in psychogenic vertigo? Here, the vertigo character- 
istically occurs in the open. Meeting a person in a 
wide field may present a real problem with difficulty 
in maintaining equilibrium, as though vision was 
bringing into consciousness problems of illusion in 
spatial orientation to which the vestibular apparatus 
had to adjust. 


PRESENT STUDY 


Viewed against this background and after careful 
neurological and otological study, including audio- 
metric and caloric examination, these 400 cases in 
the present series were considered to consist of: 


Organic Vertigo No. of Cases 


NNN aig Peace a tate cn rae ee 15 
i a i 52 
WOGUEOIGE -THOTINONNURAG <asgn sso. acsssciccsccececsnseccess 32 
Miscellaneous peripheral causes .......................-..-- 122 
pS SES EEE ES eae OnE ee een en ee eieet 5 
MPN sac Scns sebcSa san bk dcwvieanincteh cicacset cea 35 
WM fr cit i oa td eda eens 261 
Not Organic Vertigo No. of Cases 

MMIII cre oon o puss cdcpysalccanvetetckeaeetieseae oats 106 
IN laa cs a hs cs sa phase cans 29 
NN SINR cscs dasa se sscsccasticecspsstecdectucdceosereessoe 4 
PU EE i ah BA eed hee 139 


CORTICAL VERTIGO 


Vertigo and Epilepsy 

Forty-four of the patients were diagnosed as hav- 
ing epilepsy. Twenty-nine of these, although referred 
with a diagnosis of vertigo, were found not to. have 
organic vertigo. They had brief confusional epi- 
sodes, partial loss of consciousness, or petit mal, 
while one had Stokes-Adams attacks from cardiac 
asystole. They had all described their attacks as 
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dizziness, but analysis of the history revealed the 
true condition, confirmed by neurological examina- 
tion or by electroencephalography or response to 
anticonvulsive medication. In the case of the patient 
with Stokes-Adams syndrome, however, the condi- 
tion was not diagnosed as such until he had an 
attack during a neurological examination, the asys- 
tole then being recognized. 

Fifteen of these patients, however, had true ver- 
tigo, but again analysis revealed other aurae or 
subsequent loss of consciousness. Thus, a male aged 
32 years complained of a hallucination of rotation 
of surroundings of two or three minutes’ duration, 
at times preceded by paresthesiae in the fingers of 
the right hand and at times accompanied by vomit- 
ing. Loss of consciousness occasionally followed. 
On examination, he showed a mild aphasia, a partial 
right homonymous hemianopia and a mild right 
facial weakness. X-ray examination of the skull re- 
vealed a piece of shrapnel in the left posterior 
temporal area. 

Symonds'* expressed the opinion that vertigo 
was of no localizing value in cerebral tumors, and 
all the evidence supports this view in the presence 
of elevated intracranial pressure. Vertigo as an aura 
is not uncommon, occurring, in the experience of 
Gowers,® in 18 per cent of all cases of epilepsy. 
Exclusive of the present study, 50 cases of epilepsy 
with vertigo as an aura had features supportive of 
temporal lobe involvement—for example, commonly 
accepted temporal lobe aurae, focal electroenceph- 
alographic changes, dilatation of one temporal 
horn on pneumoencephalography, or even calcifica- 
tion observed roentgenographically. 

Moreover, in one series of 100 cases of temporal 
lobe epilepsy, 31 of the patients had vertigo as an 
aura. Penfield,’* during operations, was able to 
elicit vertigo by stimulation of the first temporal 
convolution. This suggests that an aura of vertigo 
(in the absence of raised intracranial pressure) usu- 
ally indicates a discharge in the temporal lobe. 


CENTRAL VERTIGO 

Table 1 gives the incidence of posterior fossa 
lesions presenting with vertigo. 

In 12 of the cases of vascular lesions, a diagnosis 
was arrived at only after one to four years’ observa- 
tion. The patients had attacks of vertigo varying 
in duration from 30 seconds to six or seven days 
with varying frequency, but without focal signs 
until the final, severe vertigo and vomiting imme- 
diately preceded a “stroke” with signs indicative 
of a brain stem lesion. In the other 12 cases these 
signs were present when the patients were first seen. 
The vertigo in these 24 patients was the presenting 
symptom in vertebro-basilar artery insufficiency or 
thrombosis. 
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TABLE 1.—Incidence of Posterior Fossa Lesions Associated 


with Vertigo 
Posterior Fossa Lesions No. of Cases 

Trai: RO WU nc ccsecsemcecectarcerecene 24 
SEITE tei c 16 
Wt ote ae onc iiss 9 
Sereda esis Spee du tneiRedic 1 
TURAN TAR IRA RUL EE ON eS ccneceeesececctnsneessisicncsects 1 
Olivo-ponto cerebellar syndrome ..........................-. 1 
Vestibular neuromitio —.............2...-...-..<....cc0-ce00se.---- 32 

WON tcicrce ae eel ee el ies 84 


The tumors included one acoustic neuroma, two 
pontine gliomas, one brain stem astrocytoma and 
five cerebellar tumors. Only one, the brain stem 
astrocytoma, presented a diagnostic problem; in the 
other cases there were localizing signs and a pro- 
gressive history. The patient with brain stem astro- 
cytoma, a boy aged 16 years, first noticed that, on 
looking up when playing games, he invariably be- 
came violently dizzy—so much so that he would 
not assume that posture even for medical examina- 
tion. The only neurological sign was a mild weak- 
ness of the right palate, but x-ray examination of 
the skull revealed calcification in the posterior fossa, 
proved at operation to be an astrocytoma. This case 
may be considered as an example of positional 
vertigo of the central type, first described by 
Lindsay.?° 

Edwards and Paterson* in their review of 157 
cases of acoustic neuroma reported vertigo as the 
initial symptom in 18 per cent, but they concluded 
that when vertigo and deafness were not associated 
with nystagmus, with cerebellar incoordination or 
with impairment of corneal or facial sensation, it 
was unlikely to be due to an acoustic neuroma. 


That vertigo may occur from a selective neuro- 
pathic effect on the vestibular neurone by strepto- 
mycin is well recognized. Dix and Hallpike,* when 
they defined a separate clinical entity, vestibular 
neuronitis, suggested that similar damage might 
occur from other toxic and unknown causes. Vestib- 
ular neuronitis is characterized by paroxysmal or 
even long-lasting (three to four weeks) vertigo with 
normal hearing on audiometric examination but a 
manifestation of canal paresis or paralysis on ca- 
loric testing. In a few of the patients who had this 
condition, the caloric abnormality later returned 
to normal. In several patients with vestibular neu- 
ronitis, the vertigo was the first and only manifes- 
tation of multiple sclerosis. In the present series, 
16 cases of vertigo were due to multiple sclerosis, 
and in three of them vertigo was the first evidence 
of disease. The incidence of vertigo in acute multiple 
sclerosis is high and the sensation may be severe 
and prolonged. It has the same value in terms of 
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deciding on the multiplicity of lesions as the more 
commonly accepted symptom, diplopia. 

Each of the five patients with traumatic vertigo 
had had a significant head injury with loss of con- 
sciousness, but without evidence of neurological 
lesions. In each, vertigo was of a positional type— 
that is, only with the head in a certain position in 
bed or at work did the vertigo occur. In two, an 
automobile mechanic and an engineer, it started 
only when they inspected automobiles or machinery 
from below, with the head tilted to the right. In 
each patient, nystagmus and vertigo occurred about 
five seconds after he was put in the critical position, 
then would disappear after 10 to 30 seconds (even 
though the position might be maintained). Dix and 
Hallpike* considered the lesion in such cases to be 
in the otolith. Nylén™ expressed the opinion that 
when a particular position produces nystagmus and 
the direction of oscillation is not changed by 
changes of the position of the head, the lesion is 
peripheral; and when it is of a position-changing 
type, the direction of oscillation depending on the 
position of the head, the lesion is in the posterior 
fossa. 


The four patients with Parkinson’s disease in the 
present series were referred because of problems of 
dizziness, the extrapyramidal rigidity having gone 
unrecognized, as it often does when not suspected. 
None. of them had true vertigo. On analysis, the 
problem was one of tending to lose balance in turns 
or on standing up or sitting down, and a feeling of 
insecurity when walking. It is of course possible for 
vertigo to occur when the underlying pathologic 
change affects the vestibular mechanism; but this 
was not the cause in these four cases. 


PSYCHIC VERTIGO 


The 106 patients with dizziness that was labelled 
“psychogenic” did not have true vertigo, although 
it is to be admitted that when vertigo is very mild, as 
it may be in a patient recovering from a brain stem 
lesion, the remaining complaint of a vague feeling 
of unsteadiness would be difficult to accept on its 
own as true vertigo. Moreover, as vertigo is very 
disturbing, it is not infrequent for patients to have 
a reaction of anxiety or depression, or even of 
hysterical elaboration, secondary to the organic 
vertigo. 


In all of these patients, results of otologic, audio- 
metric, caloric and neurologic examinations were 
within normal limits and there was evidence of 
anxiety, depression, hypochondriasis and other 
such emotional disturbances. In some the dizziness 
formed part of a mild injury syndrome with head- 
ache, and all showed pain and tenderness and some 
degree of spasm of the posterior cervical muscles. 


258 





It may be suggested that tension receptors in these 
muscles, which form part of the head- and neck- 
righting mechanism, being affected by spasm, bom- 
bard the central vestibular mechanisms with afferent 
stimuli, and true vertigo results, Such a view is, 
however, not supported by the patient’s description 
of the ensuing dizziness—a description which differs 
from the customary definition, being: “I fear I am 
going to fall”; “I feel pulled over to people when I 
am walking”; “I feel pulled over when I am out in 
the open and am afraid I am going to fall”; “I have 
a feeling of lightheadedness.” In the majority, the 
problem was one of use of words—using “dizziness” 
to describe lightheadedness or a tight feeling in the 
head. In the others, there was a fear of open spaces 
or crowds, because of the ensuing sensation of dys- 
equilibrium—a disturbance of the relationship of 
the individual to space, of an illusory character. 


Although in the present series responses to caloric 
tests were normal, Hallpike and co-workers’ re- 
ported that when caloric tests were quantitatively 
employed, in general neurotic patients were ob- 
served to have greater sensitivity than had other 
patients. 


PERIPHERAL VERTIGO 


Peripheral vertigo as observed in 122 patients 
was of three types: 


1. Spontaneous. Eighty-two patients had spon- 
taneous paroxysmal vertigo lasting from a few min- 
utes to four hours, accompanied as a rule by 
nausea and vomiting, blurring of vision, tinnitus, 
distortion of hearing and exacerbation of tinnitus 
and deafness. Audiometry showed unilateral or bi- 
lateral perceptive deafness of varying degrees and 
loudness recruitment, while caloric responses showed 
some abnormality. Neurological signs were not 
present. Spontaneous paroxysmal vertigo of this 
type fitted the category of Meniere’s disease, well 
described by Cawthorne? and many others.'* 

2. Positional. Twenty-six patients described ver- 
tigo in certain positions only—for example, with 
either the right or left ear down, the dizziness last- 
ing only a few seconds and disappearing when the 
position was maintained. Rotatory nystagmus to- 
ward the involved ear was present for periods of 
from 5 to 30 seconds when the patient was placed 
in the critical position. Audiometry and caloric re- 
sponses were normal. This disorder was self-limiting, 
lasting usually several months to a maximum of 
three years. Positional vertigo and nystagmus of 
this kind is well described by Dix and Hallpike.® 

3. From Destructive Lesions. Fourteen patients 
had destructive lesions of the vestibular apparatus, 
most commonly otitis media with ample clinical 
evidence of local pathologic change. 
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Despite careful, comprehensive examination, no 
diagnosis was made in 35 patients although they 
gave a history of spontaneous vertigo of varying 
duration, at times recurring over months to five 
years. There is a tendency to attach labels, such as 
Meniere’s syndrome, or even pseudo-Meniere’s syn- 
drome to such cases, but it appears preferable to 
resist attaching a label that might prevent an ac- 
curate diagnosis at a later date. 


DIAGNOSIS 


Encouraging the patient to describe the complaint 
of dizziness allows the first major separation of 
vertigo into the groups, organic and psychiatric. 
Some patients, particularly in the psychiatric group, 
resist such invitations, saying, “I am just dizzy”; 
but patience and the offering of alternative descrip- 
tions enable them to illustrate the complaint. This 
procedure helps in diagnosing epilepsy, whether or 
not accompanied by vertigo. It is only rarely that 
severe paroxysmal vertigo results in syncopal loss of 
consciousness, and when it does, consciousness is 
rapidly regained when the patient falls, even though 
vertigo may still persist. 

Differentiation between central and _ peripheral 
vertigo is generally easy, but at times difficult. The 
presence of cochlear symptoms usually indicates a 
peripheral cause, except in cases of nerve lesions, 
as in acoustic neuroma. Observation of a minor 
neurological sign, such as absence of corneal reflex, 
or major signs of brain stem involvement settles 
the issue, as it does with many other neurological 
lesions. Pathological diagnosis is then established 
by further special neurological diagnostic proce- 
dures. 

A familiarity with the natural history of Men- 
iere’s disease and positional vertigo usually makes 
recognition fairly easy; but it may be necessary to 
employ both otologic and neurologic diagnostic pro- 
cedures to come to a definitive diagnosis, or to 
recognize that, although the vertigo appears organic, 
the cause is not ascertainable. 


The age of onset is of little value, although, speak- 
ing in general terms, in the present series vertigo 
occurred in vascular diseases chiefly in the fifth and 
sixth decades, in Meniere’s disease in the third, 
fourth and fifth decades, in vestibular neuronitis 
and multiple sclerosis in the second and third dec- 
ades, 


Except that positional vertigo appeared most fre- 
quently in females, there was no essential difference 
in sex incidence. 


University of California School of Medicine, Department of 
Neurology, San Francisco 22. 
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Aortic Stenosis 





Surgical Treatment Under Direct Vision, Using the 


Heart-Lung Machine 


JEROME HAROLD KAY, M.D., ROBERT M. ANDERSON, M.D., 
and PAULINO TOLENTINO, M.D., Los Angeles 


VARIOUS METHODS for the surgical correction of aor- 
tic stenosis have been suggested since Tuffier’® first 
described his method of aortic commissurotomy in 
1913. In 1956 Bailey and co-workers! reported their 
experiences with aortic commissurotomy, first by 
passing a dilator retrograde through the carotid 
artery into the stenotic aortic valve and then by us- 
ing the transventricular approach to the valve. Both 
techniques were abandoned for the transaortic route 
utilizing a pouch made of either preserved peri- 
cardial homograft or plastic cloth sewed on the as- 
cending aorta. This “blind” technique (carried out 
without the surgeon’s being able to see the lesion), 
consisted of passing a finger into the pouch and on 
into the aorta with an attempt to dilate the stenotic 
valve. In the last two years, many papers on aortic 
commissurotomy by this closed technique have been 
published. In 1959, Harken and co-workers? still 
advocated transaortic valvuloplasty using an oper- 
ating tunnel made of the plastic material Ivalon®. 
And as recently as 1958, Glover and Gadboys? rec- 
ommended transventricular aortic commissurotomy. 


The visual repair of aortic stenosis under hypo- 
thermia was reported experimentally by Kaiser, 
Gaertner and Kay in 1956. A report on the first ten 
patients operated upon by this technique was made 
by Kay, Anderson and Sheinkapf® in 1958. Work 
along the same line was also being performed by 
Lewis, Shumway, Niazi and Benjamin’ in 1956 and 
Swan, Wilkinson and Blount? in 1958. Lillehei, De- 
Wall, Gott and Varco® were the first to report on 
correction of aortic stenosis under direct vision, us- 
ing the heart-lung machine. More recently, Bailey, 
Musser and Morse? reported on valvuloplasty with 
their “sculpturing” technique in cases of aortic ste- 
nosis. 


The following is a report on the first ten consecu- 
tive patients with aortic stenosis operated upon with 
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e Cardiac operation with the operative field un- 
der direct vision and the patient’s oxygenation 
maintained by a heart-lung machine affords an 
excellent means of treating aortic stenosis, for it 
allows unlimited time in which to repair aortic 
stenosis no matter how involved the cusps are 
with calcium. The valves can be sculptured and 
the commissures cut at their place of fusion. Con- 
comitant aortic insufficiency can also be taken 
care of at the same time, as can associated mitral 
valve stenosis and insufficiency. 


This method was used in ten patients. Two 
died. Eight were considerably improved. 





use of the Kay-Anderson heart-lung machine. The 
patients had rheumatic as well as congenital aortic 
stenosis and in two patients there was severe calcifi- 
cation of all cusps, necessitating use of “sculpturing” 
technique. The calcium was 1 to 14% cm. thick on 
these cusps and before the sculpturing was carried 
out the cusps were immobile. 


The age range of the ten patients was from 2 to 
50 years. Five of the cases were congenital and five 
of the acquired type. The clinical symptoms of all 
patients showed a definite progressive course. The 
main symptoms were shortness of breath, pain in 
the chest, easy fatigability, dizzy spells and syncope. 
Two patients were in heart failure before the opera- 
tion. All but one of the patients received digitalis 
before operation; the exception was digitalized im- 
mediately after the procedure. Preoperative left 
heart catheterization was performed in seven of the 
patients, The studies showed significant aortic sten- 
osis, with gradients across the aortic valve as high 
as 120 mm. of mercury. X-ray films of the heart and 
cardiac studies showed left ventricular hypertrophy 
in all patients. Planigrams, made in six cases, showed 
varying calcification of the aortic valve up to the 
maximum of grade IV. Electrocardiogram patterns 
were all consistent with left ventricular hypertrophy 
and strain; and, in three cases, with left auricular 
enlargement also. 
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TECHNIQUE OF OPERATION 


A median sternotomy incision was used in all pa- 
tients except the first, who had a bilateral anterior 
thoracotomy through the fourth intercostal space. 
The pericardium was opened in a longitudinal direc- 
tion anteriorly. In order to prevent cardiac tampo- 
nade postoperatively and collection of blood in the 
mediastinum, the right edge of the pericardium was 
opened in a posterior direction and left wide open at 
the end of the procedure. This permitted blood to 
drain into the right pleural space and to be removed 
by tubes in the right side of the chest. The patient 
was given 3 mg. of heparin per kilogram of body 
weight and total body perfusion of blood was used 
in all cases. The venous blood was drained from the 
superior and inferior venae cavae and oxygenated 
blood was returned to the patient into the aorta 
through the right femoral artery. A second catheter 
was inserted into the left superficial femoral artery 
and on into the aorta for measuring pressure, Dur- 
ing cardiopulmonary by-pass it was necessary to 
clamp the aorta just proximal to the innominate ar- 
tery. A longitudinal incision was then made on the 
side of the aorta between the area of the aortic valve 
and the previously placed clamp on the aorta. Under 
direct vision the aortic valve was then repaired by 
removing the calcium from the cusps and performing 
aortic commissurotomy. In one patient, moderately 
severe aortic insufficiency was corrected at this time; 
and, in another, mitral commissurotomy was per- 
formed under direct vision following the aortic com- 
missurotomy. The longest duration of cardiopulmo- 
nary by-pass was 149 minutes and the shortest was 
35 minutes. Intermittent coronary perfusion was 
achieved by removing the aortic cross-clamp and 
tangentially excluding the aortic incision with a 
clamp, thus permitting perfusion of the coronary ar- 
teries. The longest total intermittent occlusion time 


of the aorta was 63 minutes and 30 seconds, but the 
average time of total occlusion of the aorta was 20 
to 35 minutes. 


RESULTS 


Diagnostic data and results of operation are shown 
in Table 1. 

The following are reports on two of the more in- 
teresting patients. One patient was a 48-year-old man 
with combined severe aortic stenosis and moderately 
severe aortic insufficiency. There was a Grade IV cal- 
cification of the aortic cusps (grading ranging from 
I to IV, with IV the most severe). Calcium 1.5 cm. 
thick on all the cusps was the cause of stenosis, 
and insufficiency was due to the immobility of the 
cusps. The infundibulum of the left ventricle for a 
distance of 4 cm. from the aortic valve was also cal- 
cified. By “sculpturing,” the calcium was removed 
from the dorsum of all the aortic cusps. Although 
this corrected the stenosis, there was still moderate 
insufficiency. There was a good right coronary cusp 
but the left coronary and the noncoronary cusps 
were small and did not meet in the midline. These 
cusps were sutured together in the midline and a 
piece of Ivalon® sponge 2.5 cm. long, 1 cm. wide, 
and 3 mm. thick was attached over these two joined 
cusps in such a fashion that a portion of the sponge 
protruded past the cusps into the midline, where it 
overlapped the right coronary cusps. This procedure 
corrected the aortic insufficiency also. The duration 
of cardiopulmonary by-pass was | hour and 49 min- 
utes. Postoperatively tracheotomy was done because 
of tracheobronchial secretions. The patient did well 
thereafter. 

The second patient was a 50-year-old man with 
combined aortic and mitral stenosis. X-ray films of 
the chest showed left ventricular and atrial enlarge- 
ment and planigrams demonstrated Grade III calci- 
fication of the aortic and of the mitral valve. A gra- 


TABLE 1.—Data on Diagnosis and Results of Direct Vision Operation with Use of Heart-Lung Machine 


Left Heart Cath. 








deem ‘Come Diagnosis (joonn. ena) Plonigrem Result 
Sept. 22, 1958 47 Rheumatic: Aortic stenosis 60 Not done Good 
March 5, 1959 2 Congenital: Aortic stenosis, endocardial fibroelastosis Notdone Not done Died 
April 1, 1959 2 Congenital: Aortic stenosis 55 Not done Good 
June 9, 1959 41 Rheumatic: Aortic stenosis 40 Grade I Good 
May, 1959, Israel 16 Congenital: Aortic stenosis Notdone No calcification Good 
May, 1959, Israel 38 Rheumatic: Aortic stenosis Notdone Nocalcification Good 
July 21, 1959 48 Rheumatic: Aortic stenosis, aortic insufficiency 85 Grade IV Good 
July 28, 1959 50 Rheumatic: Aortic stenosis, mitral stenosis 55 III Aortic, III Mitral Good 

July 31, 1959 43 Rheumatic and Congenital: Subaortic stenosis, 
mitral insufficiency 90 None Died 





Aug. 7, 1959 16 Congenital: Aortic stenosis 
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dient of 55 mm. of mercury across the aortic valve 
and 20 mm. across the mitral valve was demonstrated 
by left heart catheterization. At the time of opera- 
tion the ascending aorta was opened and fusion with 
calcification of the right coronary and noncoronary 
cusps was noted. The left coronary cusp was also 
calcified. The aortic opening was 1 cm. in diameter. 
Valvuloplasty with “sculpturing” was done, the re- 
moval of calcium making the cusps mobile and in- 
creasing the aortic opening to 2 cm. The left atrium 
was opened and pronounced mitral stenosis was 
noted, opening in the mitral valve being 8 mm. in 
diameter. There was calcification of the antero- 
lateral commissure but the posteromedial com- 
missure was not affected. Commissurotomy was 
performed, the opening in the center of the mitral 
valve being increased to 3 cm. Cardiopulmonary by- 
pass was maintained for 2 hours and 5 minutes. The 
postoperative course was uneventful. 


Eight of the ten patients in the series were consid- 
erably improved by the operation. Two died. One of 
them was a two-year-old child with endocardial fibro- 
elastosis and aortic stenosis. The aortic commissu- 
rotomy was done and the patient appeared to be do- 
ing well but as the chest was being closed ventricular 
tachycardia and fibrillation developed. It was impos- 
sible to restore normal beat despite all attempts, in- 
cluding returning to cardiopulmonary by-pass for 
two more hours. The other patient who died was a 
43-year-old woman with subaortic stenosis caused by 
hypertrophy of the left ventricular muscle of the 
entire left ventricle. This resulted in obstruction of 
the outflow tract. The aortic valves were normal. The 
patient also had mitral insufficiency, which was 
treated at the time of operation. In removing the 
muscle mass causing the obstruction, the conduction 
system was injured and complete heart block en- 
sued. Despite the use of an internal pacemaker and 
postoperative care, the blood pressure could not be 
maintained postoperatively and the patient died 24 
hours after operation. 





The method used in this series is far superior to 
the hypothermic method that was previously used | 
by the authors. There would seem now to be no place 
for the “blind” methods of aortic commissurotomy 
either by the transventricular or transaortic route. 
It is of interest that during the period in which the 
ten patients in the present series were operated upon, 
another three patients who had been placed on the 
operative schedule died before operation. This would 
suggest the extreme hazard of this disease and the 
necessity for prompt operation once symptoms begin. 

2122 West Third Street, Los Angeles 57 ( Kay). 
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Conization of the Cervix 


Not an Innocuous Procedure 


CoLD KNIFE CONIZATION and electroconization of 
the uterine cervix, although excellent procedures of 
proven value for treatment as well as diagnosis, 
entail risk of complications, both early and late. 
Cold knife conization, removing the squamocolum- 
nar junction of the cervix for histopathological 
examination, is mandatory if a suspicious cervical 
lesion is seen or if the cervix appears normal but 
exudate contains suspicious cells. Electroconization 
is the treatment of choice for deep and persistent 
cervicitis, endocervicitis and erosion that has defied 
more conservative measures. Neither procedure, 
however, ought be done if superficial cauterization 
of the cervix, after taking specimens of exudate from 
the area for screening examination, will suffice; 
complications such as infection, stenosis and early 
and late postoperative hemorrhages occur rather 
frequently. Although hemorrhage is usually minor 
and transient, it can be of catastrophic proportions. 
Moreover, these complications can secondarily lead 
to dysmenorrhea, infertility, repeated abortions and 
premature labor. 

The often serious and sometimes uncontrollable 
hemorrhage that Te Linde’ mentioned as a possible 
sequel of cervical amputation by the Sturmdorf 
technic, can and does occur even with cold knife 
and electroconization of the cervix. 

The blood supply of the cervix? comes from the 
cervical branches of the uterine vessels, the point of 
branching being at the level of the internal os near 
the crossing of the ureter. These cervical branches 
divide into three or four terminal branches which 
join across the anterior and posterior aspects of the 
cervix with the corresponding vessels of the opposite 
side. They thus form the coronary artery of the 
cervix. 

To decrease the vascularity of the cervix before 
conization, I usually place two fairly deep sutures 
at the 3 o’clock and 9 o’clock positions just below 
the level of the internal os. Although I could not find 
a description of this technique in the literature, no 
originality is claimed for it; in discussions with my 
colleagues I have learned that a number of them are 
using similar suturing, especially before cold knife 
conization. Markley! described the use of a tourni- 
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HOWARD HORNER, M.D., Los Angeles 


quet applied to the cervix to provide a relatively 
bloodless field. Molumphy and co-workers? used 
a similar principle in their “tourniquet suture.” 

Often conization is done by the operating surgeon 
alone, especially when no house staff is available. 
Yet it would greatly facilitate the surgical procedure 
if an assistant were available to place and hold the 
retractors, thus exposing the cervix properly. Mark- 
ley’ in describing the use of a tourniquet emphasized 
that an assistant is needed. 

Special instruments have been devised to facilitate 
the conization of the cervix—Seiger’s cervitome* 
and Spencer’s trachelotome,® among others. Seiger® 
also described the use of an oxytocic agent and 
calcium lactate to reduce the bleeding during as 
well as after the procedure. He also applied a special 
jelly* postoperatively to promote healing. Te Linde? 
mentioned the use of mucosa to cover the exposed 
stoma after amputation of the cervix, in the manner 
described by Sturmdorf, to decrease the tendency to 
stenosis or hemorrhage. Regardless of surgical tech- 
nique or special instruments or medications used, 
conization of the cervix is sometimes followed by 
complications, some of which are serious, and should 
not be done unless specific indications for this type 
of procedure are present. 

The very number and complexity of techniques 
for guarding against or dealing with complications 
of conization of the cervix are a tacit warning that 
the procedure is one to eschew unless specific indi- 
cations make it necessary. 

8930 South Sepulveda Boulevard, Los Angeles 45. 
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Elbow and Wrist Injuries in Sports 


LEONARD MARMOR, M.D., and CHARLES O. BECHTOL, M.D., Los Angeles 


FRACTURES OF THE ELBOW AND WRIST often cause 
little deformity and swelling and therefore may not 
be suspected until improper healing has permanently 
impaired joint function. The disability may not 
interfere with ordinary work but it may limit the 
free painless motion necessary to sports and other 
strenuous activities. Therefore any disabling injury 
of these joints should have roentgen study to detect 
any fracture. 


THE ELBOW 


The frequency of elbow injuries in athletics can 
be gauged from the experience at Columbia-Presby- 
terian Medical Center where, not counting disloca- 
tions, 21,000 fractures of the elbow were treated in 
17 years—about one every three days. 


The elbow is really not one joint but three, since 
the radius and the ulna are joined to each other 
and individually to the humerus. Not only flexion 
and extension but also pronation and supination are 
functions of the elbow, and impairment of these 
functions may greatly hamper the use of the hand. 
Such disability may develop in an athlete without 
any history of direct injury. 

The most frequent cause of pain about this joint 
is the so-called “tennis elbow,” which is most often 
due to lateral epicondylitis although the medial 
epicondyle may be similarly affected. The usual 
symptoms are pain over the condyle and weakness 
of grip. On examination tenderness may be localized 
to the epicondyle and the conjoined tendon and 
may be increased on resisted extension of the wrist 
because the extensor tendons to the wrist arise from 
the lateral condyle. Tight gripping places stress on 
the origin of the tendons which is the site of in- 
flammation. 


This inflammation may be treated with warm 
soaks, compresses, or whirlpool. Local injection of 
1 per cent Xylocaine® and 1 cc. of hydrocortone® 
usually relieves symptoms. In a few intractable cases 
it may be necessary to splint the wrist in extension 
or even to strip the tendon from the condyle for 
permanent relief. 


Calcium deposit about the elbow may sometimes 
cause similar symptoms and can be diagnosed roent- 


Read before the Synpesion on eaeieosty. Approach to the 
Management of _ Njuries, sponsored by th nivessity of Cali- 
fornia at Los A cal Extension, March 26, 


Submitted April 13, ory 


264 


e Any disabling injury of the elbow or wrist 
should be studied roentgenographically for evi- 
dence of fracture which may not be otherwise 
evident but which may cause permanent dis- 
ability unless the joint is immobilized for healing. 

“Tennis elbow” may be treated with physical 
therapy and analgesic injection but may require 
splinting or tendon stripping. Elbow sprain can 
occur in the growing epiphysis but is rare in 
adults. A jarring fall on the hand may cause 
fracture or dislocation at the elbow. 

Full extension of the joint should be restored 
gradually by active exercise rather than passive 
or forcible stretching. 

Fracture at the head of the radius may cause 
joint hemorrhage with severe pain which can be 
relieved by aspiration. A displacing fracture at 
the head of the radius requires removal of the 
head to prevent arthritic changes. Myositis ossi- 
ficans contraindicates operation until after it has 
cleared. 

Healing of wrist fractures may be facilitated 
by exercise of the shoulder and elbow while the 
wrist is still in a cast. Fractures of the navicular 
bone are difficult to detect even roentgenograph- 
ically and splinting may have to be done on 
clinical evidence alone. 


genographically. Essentially the same treatment is 
indicated. 

The elbow may be injured either by a direct blow 
or by a jarring fall on the flat of the hand. The 
numerous important structures that pass by the 
elbow joint can be damaged by swelling or disloca- 
tion; therefore elevation, application of ice bags 
and the immobilization of severe injuries by splint- 
ing are important first-aid measures. Immediate 
rapid swelling about the elbow following an injury 
should alert an athlete’s trainer or coach to the 
probability that a major vessel has been injured. 
Obliteration of the radial pulse signals a major 
emergency and the patient should be sent to a 
hospital. 

Sprain of the elbow is a rare condition, It prac- 
tically never occurs in children, in whom the grow- 
ing epiphysis is weaker than the ligaments and more 
likely to be injured. In the college athlete, if roent- 
gen films disclose no fracture and there is no 
evidence of a spontaneously reduced dislocation, 
sprain may sometimes be diagnosed. A few days’ 
rest, soaks, whirlpool therapy and gradual return 
to full use are indicated. 
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Dislocation of the elbow joint is a serious injury 
because of the trauma to the adjoining soft tissues 
and ligamentous structures. Usually there is gross 
deformity about the joint and pain on motion of the 
elbow; sometimes the patient may report that the 
elbow snapped out and back in, with severe pain 
following. Roentgen study may reveal fracture, 
most often of the coronoid process in a posterior 
dislocation. The dislocations should be reduced un- 
der general anesthesia as soon as possible, then the 
elbow immobilized in a posterior molded plaster 
splint from the axilla to the wrist for ten days, and 
thereafter supported in a sling for several weeks. 
Flexion, pronation and supination of the arm should 
be started early, but for three weeks extension be- 
yond 150 degrees should not be permitted. If the 
coronoid process is fractured, the cast should be 
retained for two weeks and extension limited to 
130 degrees for three weeks. 


A typical fracture of, the head of the radius—one 
of the most frequent of elbow fractures—occurs in 
a fall which the patient breaks with his outstretched 
arm. He may then note a slight pain in the elbow 
but may go on with no severe symptoms. Gradually 
in the next four to six hours severe pain develops 
with limitation of elbow motion, both due to bleed- 
ing from a fissure fracture of the head of the radius 
which fills the joint with blood. The joint may be 
distended, painful on any motion, tender directly 
over the head of the radius. Roentgencgrams must 
be taken from several views to show the fracture. 


Aspiration of the joint (under sterile conditions) 
gives immediate relief of pain. If there is no dis- 
placement the elbow should be immobilized for two 
to three days in a posterior mold, later protected 
by a sling for about a week while motion is resumed. 
If there is displacement, pain and limitation may 
occur immediately on injury, and the head of the 
radius must be removed to prevent early arthritic 
changes and loss of elbow motion. Removal of only 
the fractured segment is not advocated, Motion may 
be resumed about a week after operation. 

The next most common elbow fracture of a severe 
nature in the mature athlete is the dicondylar frac- 
ture due to a direct fall on the elbow. The fragments 
are usually displaced and operative repair is neces- 
sary. Deformity and loss of motion often result. 


Elbow injuries may cause myositis ossificans— 
proliferation of bone within the brachialis muscle 
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overlying the joint. This is usually visible in roent- 
genograms two to three weeks after injury and tends 
to increase for several months but regresses spon- 
taneously within six months. Any operation in the 
area is definitely contraindicated for 9 to 12 months 
following the onset of myositis ossificans. Sports, 
too, are contraindicated during this time, for vigor- 
ous motion stimulates bone formation as a reaction 
to trauma. 

An error sometimes made by trainers in dealing 
with an elbow injury is to try to improve extension 
by passive stretching or by the lifting of heavy 
weights or by push-ups. These methods only delay 
healing. Active exercise, gentle heat and massage, 
whirlpool baths and ultrasound are better methods 
when used judiciously. 


THE WRIST 


The motion of the eight carpal bones joining the 
forearm to the metacarpals is poorly understood. 
In this region, as in the elbow, the impact of a fall 
may cause a fracture which at first is discernible 
only by roentgen study and which can lead to 
permanent impairment of function unless treated 
early. 

The commonest wrist fracture, the distal radius, 
is usually reduced closed, then immobilized for 
four to eight weeks. An athlete should be able to 
recover full athletic function in two to four weeks. 
Full motion of the shoulder and fingers should be 
encouraged while the cast is on, then active wrist 
exercise and whirlpool therapy after removal of the 
cast. 

The next most common fracture is that of the 
navicular bone. Since usually it causes little swell- 
ing or deformity, it is often mistaken for a sprain. 
Tenderness localized over the navicular bone should 
accentuate the suspicion of fracture, which may be 
confirmable only by multiple and special roentgen 
views. If confirmation is impossible, clinical find- 
ings may justify immobilization in a gauntlet cast 
for two to three weeks. After the cast is removed 
there may be roentgenographic evidence of reab- 
sorption at the fracture line. Immobilization then 
should be resumed for a total of 12 to 16 weeks. 
Nonunion and aseptic necrosis, which are not rare, 
cause painful limitation of motion. These effects can 
best be prevented by early adequate immobilization. 


From the Division of Orthopedic Sur; , University of California 
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Psychosis and Systemic Lupus Erythematosus 


A Review of the Literature and Case Reports 


W. JEFFREY FESSEL, M.R.C.P., and 
GEORGE F. SOLOMON, M.D., San Francisco 


INVOLVEMENT OF THE central nervous system by 
systemic lupus erythematosus (SLE) is more frequent 
than is commonly recognized. Because of the au- 
thors’ research interest in psychosis as a presenting 
manifestation of SLE, the literature of the past 60 
years was reviewed for case reports of severe psychi- 
atric dysfunction associated with SLE. 

A total of 227 cases of psychosis associated with 
SLE were found in the literature; 168 were in large 
series* and 59 in small series or individual case 
reports.t The highest reported incidence of psychosis 
accompanying SLE was 52 per cent (22 of 42 pa- 
tients reported by Brody*); the lowest was 9 per 
cent (4 of 44 patients reported by Jessar and co- 
workers*°) . The mean incidence in the larger series 
- was 22 per cent—psychosis in 143 of 664 cases of 
sLE. In Dubois’!® series of 62 patients, psychosis 
occurred in 15 (29 per cent). Tumulty®! reported 
105 cases of SLE, in 20 of which major psychotic 
episodes had occurred. In Soffer, Ludeman and 
Brill’s®’ series of 55 patients, 13 (24 per cent) 
showed psychiatric abnormalities. O’Connor*® found 
that 22 (55 per cent) of 40 patients with sLE had 
had psychotic episodes during one or more hospital- 
izations; in addition, five had had neurotic symp- 
toms. He saw a more severe form of SLE associated 
with pychosis. Clark and Bailey'* found 17 of 100 
patients to have had significant neuropsychiatric 
illness; four of them had had severe psychiatric 
dysfunction without a neurological disorder. Of 11 
children reported by Zetterstrom and Berglund,** 
two had shown mental depression and paranoid re- 
actions. Hill?’ found that 13 (27 per cent) of 49 
patients had had psychotic features. Kushniruk’s** 
study of 30 patients with chronic discoid lupus 
showed that two had had psychoses and two para- 
noid tendencies. McEwen** mentioned having seen 
25 patients with coexistent psychoses and SLE. 

Two difficulties were met in evaluating these re- 
ports. First, as to the cases reported before the de- 
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e In a review of the literature of the last 60 years 
concerning the association between psychosis and 
systemic lupus erythematosus, reports of 227 
cases of this association were found. The average 
incidence of psychosis in the various series of 
systemic lupus erythematosus that were reviewed 
was 22 per cent. In only 25 per cent of the cases 
in which the information was given was the 
psychosis associated with steroid therapy. 

The psychiatric manifestations are variable and 
may be associated with a neurological disorder. 
Psychosis may antedate by many years other 
features of lupus. The psychosis due to lupus may 
respond to steroid therapy. Since systemic lupus 
erythematosus sometimes may be an important 
differential diagnosis of functional psychosis, 
appropriate diagnostic studies should be carried 
out in psychotic patients who have an accelerated 
sedimentation rate or positive serological test for 
syphilis without apparent reason. 


scription of the LE cell phenomenon in 1948,74 one 
is not always quite sure that the diagnosis of SLE was 
correct. For example, Osler’s*® case is called the first 
record of psychosis associated with sLE; however, 
the clinical description of this patient probably 
would not today be considered to fit the diagnosis 
of se. On the other hand, the authors consider that 
in some of the 13 patients described by Bruetsch,t 
on the basis of autopsy findings, as having psychosis 
due to rheumatic brain disease, the psychosis was 
more probably a manifestation of sLE. Some of these 
13 patients had been psychotic for many years and 
three also had epilepsy. All had chronic vascular 
lesions of the brain; most had a verrucous endo- 
carditis, and many had scattered vascular lesions in 
such organs as the kidneys, spleen and liver. The 
second difficulty was to decide what recorded symp- 
toms represent psychosis or a major departure from 
psychic normality. For instance, many case reports 
said that “mental confusion preceded death,” but 
since mental confusion often occurs in dying per- 
sons, this alone should not be taken as evidence of 
psychosis. Also, of course, psychiatric criteria are 
not strictly comparable from report to report. 

It is well known that psychosis can be precipitated 
by the use of steroids, which are frequently used to 


tReferences 6, 7, 8, 9, 10. 
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treat connective tissue diseases. However, these com- 
pounds are implicated in only a minority of the re- 
ported cases of psychosis associated with sLe. Infor- 
mation was given about steroid therapy in 97 of the 
227 cases; and in only 27 of these 97 cases (25 per 
cent) had there been coincident steroid therapy. In 
only three of McEwen’s*®* 25 cases was psychosis 
attributable to steroids. Moreover, many case reports 
of psychosis associated with SLE antedate the avail- 
ability of steroids. Tumulty®! said that central nerv- 
ous system changes had been noted more frequently 
before the use of steroids. 


The temporal relationship between the appear- 
ance of psychosis and the occurrence of other mani- 
festations of the disease was variable. Those cases 
were striking in which the psychosis or severe psy- 
chiatric dysfunction antedated or occurred simul- 
taneously with the onset of sLE. A patient was 
reported by Hanrahan** (Case 2) had had paranoid 
schizophrenia for eight years; one reported by Brun- 
sting'! (Case 2) had had compulsive guilt feelings 
for six years before the appearance of definite symp- 
toms of sLE. Haserick”® remarked on the fact that 11 
(9 per cent) of his series of 126 patients with sLE 
had been under neuropsychiatric care long before 
organic manifestations were noted. In six cases,* 
covered in the present review, psychosis was sepa- 
rated by only a few weeks from the appearance of 
SLE. 


Although most authors reported schizophrenic- 
like (particularly paranoid) or schizoaffective-like 
symptoms, the psychiatric manifestations described 
were varied. Dubois,!* Brody‘ and Clark and Bailey'* 
referred to organic psychosis of various types. Hill,?* 
Clark and Yoss,!* and Brunsting™ found depression 
notable. Like Sabbath and Luce’s** similar observa- 
tion in the case of asthma, Brody* found that in 15 
patients the onset of psychosis had been associated 
with a remission in other symptoms of the disease. 
He also noted that the earlier the psychosis appeared, 
the more favorable the effect on the physical symp- 
toms. O’Connor®® saw a more severe form of SLE 
associated with psychosis but noticed no evidence 
of an alternation between psychiatric and constitu- 
tional symptoms. 

Neurological manifestations, whether or not asso- 
ciated with psychiatric abnormalities, are common 
in SLE. Russell, Haserick and Zucker** found that 22 
(15 per cent) of the 144 patients reported in the lit- 


erature as having SLE also had convulsions. They 


added a series of 28 patients with sLE, of whom 
seven (25 per cent) had had convulsions. In Du- 
bois”!® series of 62 patients, 23 (35 per cent) had 
had seizures. Clark and Bailey’s'* retrospective study 


*References 1, 12 (Case 2), 33 (Case 1), 41, 46 (Case 5), 52 
(Case 6). 
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of 100 patients seen at the Mayo Clinic showed 24 
to have had significant neurological signs. Neuro- 
logical symptoms may, like psychosis, antedate other 
features of SLE by many years.*® The patient de- 
scribed by Hanrahan** (Case 3), and two patients 
described by Russell and co-workers*® (Cases 1 and 
2) had epilepsy for 11, 14 and 16 years, respec- 
tively, before definite symptoms of sLE. When SLE 
involves the central nervous system, the spinal fluid 
protein may be raised.*-15-22:46 At times, especially 
when peripheral neuritis predominates, the spinal 
fluid protein may be elevated yet the cell content 
remain within normal limits.?* 


It is of interest that in Case 1 of Malamud and 
Savers** and in Case 2 of Hanrahan”? positive reac- 
tion to serological tests for syphilis had been noted 
13 and 8 years, respectively, before the appearance 
of sLE and had been noted in Hanrahan’s case at the 
time of onset of schizophrenia. The presence of a 
positive Wassermann test reaction with the psychosis 
in Hanrahan’s case is added evidence that the psy- 
chosis was caused by sLE and represented its earliest 
manifestation. It has been known for some years 
that many persons having positive reaction to sero- 
logical tests for syphilis do not have syphilis at all. 
Moore and Mohr*® expressed the opinion that at 
least 50 per cent of positive reactions in a mass 
survey were probably false positive results. Mont- 
gomery and McCreight** found 14 (44 per cent) of 
32 patients with acute sLE but only four (17 per 
cent) of 23 patients with chronic sLE (by which 
they meant cutaneous disease with few, if any, con- 
stitutional symptoms) to have false positive reac- 
tion to tests for Syphilis. 


The amount of cerebral arteriolar or neuronal 
pathologic change found in many patients with psy- 
choses and SLE is often very scant. Adequate patho- 
logical details were given in 20 cases reported in the 
literature. In seven (35 per cent) of the patients the 
pathological findings were insufficient to explain 
the mental abnormalities. In these cases, presumably 
the pathologist would have been unable to make the 
diagnosis of organic brain disease had the brain 
alone been available for examination. 


The role of steroids and corticotropin (ACTH) in 
the treatment of psychosis associated with SLE is 
difficult to evaluate both because SLE is a disease 
which is characterized by spontaneous exacerbations 
and remissions, and because these drugs themselves 
are known to precipitate psychosis. Apparently, two 
forms of psychosis are associated with SLE, one a 
part of the disease itself and the other secondary to 
corticotropin or steroid therapy. That psychiatric 
illness emerges during steroid therapy does not prove 
the condition to be the result of such therapy; in- 
creasing the dosage should help in differentiation. 
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The psychiatric manifestations of SLE itself are re- 
ported to respond often to steroid therapy;* where- 
as, the form secondary to steroid therapy would be 
expected to worsen with increased dosage.'?:*8-3? All 
these difficulties account for the conflicting state- 
ments in the literature, which vary from Brody’s* 
figure of 12 per cent improvement with treatment to 
Dubois”® statement of 95 per cent improvement 
with intensive steroid therapy. 


The following cases of patients observed in recent 
years at Napa State Hospital further illustrate that 
psychosis may be the major manifestation of lupus 
and may antedate its other features by many years. 


Case 1. An unmarried woman 45 years of age 
was admitted in August 1942, with a history of irra- 
tional speech and acts, seclusiveness, vague delusions 
of persecution, exaggerated religious ideas and bouts 
of depression for a period of four weeks. There had 
been two previous episodes of depression, one at 
age 27 lasting two months and another at age 40 
lasting 15 months. 


Upon examination, anxiety and decreased motor 
activity were noted. The patient was inattentive, de- 
pressed, passively negativistic and had blocking of 
thought. She said she was guilty of “I don’t know 
what.” A diagnosis of manic depressive psychosis in 
the depressed phase was made. 


By June 1943, she had improved spontaneously 
and was quiet and cooperative. She remained in the 
hospital because her relatives would not take her 
home. In February 1945, she was placed on leave 
and took outside domestic employment, but in May 
1945, she returned to the hospital With depression. 
She had recurrent depressive episodes in the hos- 
pital, but after electroconvulsive therapy in 1951 she 
improved. 


In early 1957, facial erythema developed, which 
waxed and waned subsequently. The rash lasted up 
to six weeks at a time, was never ulcerated and was 
associated with a fever of up to 102° F. There was 
no associated exacerbation of mental symptoms, A 
recent physical examination showed a diffuse ery- 
thema of the face in the butterfly distribution, with 
a small area of skin atrophy on the left cheek and 
a small amount of follicular plugging. 


The urine, hemoglobin and total and differential 
leukocyte count have been always within normal 
limits. The sedimentation rate was 32 mm. in one 
hour in June 1958, and remained accelerated there- 
after. Le cells were found in October 1957 and May 
1958. The total serum protein content was 6.6 gm. 
per 100 ml. (albumin 4.1) in May 1958 and 6.4 
gm. per 100 ml. (albumin 3.2 gm.) in March 1959. 
Thymol turbidity was 1 plus, cephalin flocculation 1 


*References 1, 3, 4, 17, 33, 41, 49. 
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plus at 24 hours and 2 plus at 48 hours, and alkaline 
phosphatase reaction was 2.1 Bodansky units. The 
spinal fluid showed protein of 30 mg. per 100 cc., 
no cells and normal colloidal gold curve. 


Administration of chloroquine, 250 mg. daily, 
begun in August 1958, brought about gradual im- 
provement of the rash but no change in the mental 
condition. 


Case 2. The patient, a woman 40 years of age, 
was first admitted in September 1955 with a three- 
month history of depression and nihilistic ideas such 
as that her body was disintegrating. Her sensorium 
was intact. On admission, the diagnosis was schizo- 
phrenic reaction, schizoaffective type. The patient 
improved with a course of 18 electroconvulsive treat- 
ments and was placed on leave, to take a mainten- 
ance dosage of reserpine, in April 1957. 


The patient did fairly well for about six months 
and then became rather apathetic and confused. On 
readmission in May 1958, she was poorly oriented, 
depressed, heard voices, and showed flat and in- 
appropriate affect. Choroiditis in the right eye (the 
result of trauma as a child) was noted. No other 
abnormality was noted in the neurological and phy- 
sical examination. Two days after admission, the 
patient had the first of many Jacksonian seizures, 
starting on the left side of the face and progressing 
to status epilepticus. Lumbar puncture showed spinal 
fluid pressure of 230 mm.; the chemical content of 
the fluid was normal, no cells were present and there 
was negative response to a serologic test for syphilis. 
The blood showed normal hemoglobin levels, leuko- 
cyte count varying from 4,500 to 10,000 per cu. mm. 
and sedimentation rate persistently around 25 mm. 
in one hour. The total serum protein was 5.1 gm. 
per 100 ml. (albumin 3.4 gm.). Thymol turbidity, 
alkaline phosphatase and fasting blood sugar were 
within normal limits. No abnormalities were noted 
in x-ray films of the skull. An electroencephalogram 
showed slowing, maximal in the frontal regions and 
right hemisphere. LE cells were present in specimens 


of blood. 


Hydrocortisone was administered parenterally, 
then triamcinolone, aspirin, and chloroquine by 
mouth. The seizures ceased within 12 hours, the con- 
fusion cleared considerably and the general physical 
condition of the patient improved, although the 
schizophrenic symptoms persisted. Steroids were dis- 
continued after 15 days, but chloroquine therapy 
was maintained. In September 1958, a course of 18 
electroconvulsive treatments, instituted for persist- 
ently labile affect, brought some improvement. Later, 
however, the patient showed very poor adjustment, 
refusing all ward activities, and had conceptual dis- 
organization and hallucinations. 
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Addendum: 


The authors have undertaken a long-term study 
to determine how many patients in hospital because 
of psychosis have mental illness as an isolated mani- 
festation of SLE. It is of some importance for thera- 
peutic as well as theoretical reasons to establish this 
diagnosis, A large mental hospital population will 
be screened for the presence of lupus factor in the 
serum by means of the nucleoprotein latex test.!® 
Patients with positive reaction to the tests will be 
studied further. 


Langley Porter Neuropsychiatric Institute, Parnassus and First 
Avenues, San Francisco 22. 
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Cystic Fibrosis 


THEODORE A. MONTGOMERY, M.D., and ARLINE LEWIS, M.P.H., Berkeley 


IN RECENT YEARS, physicians have become increas- 
ingly aware of a disease—previously considered a 
rarity—which has been given a number of names, 
including cystic fibrosis, pancreatic cystic fibrosis, 
fibrocystic disease of the pancreas and mucovisci- 
dosis. Until rather recently this condition had always 
been considered fatal, usually terminating in infancy 
or early childhood. Some physicians are still un- 
aware of the prevalence of cystic fibrosis and of 
the fact that there are patients with this condition 
who are in their teens and early adulthood. Accurate 
information about the numbers of deaths due to 
cystic fibrosis is not readily available because of the 
way deaths from this cause are coded by the Inter- 
national Statistical Classification of Diseases, In- 
juries and Causes of Death. The incidence of cystic 
fibrosis has been variably reported at from 1 in 600 
live births to about 1 in 10,000. Some observers 
believe that the estimates of incidence are low since 
the condition is frequently confused with more com- 
mon respiratory and digestive ailments. 


The number of deaths from cystic fibrosis has not 
been available from cause-of-death statistics classi- 
fied according to the International Statistical Classi- 
fication of Diseases. Before 1958, this condition 
was coded to either 756.2 (congenital malfor- 
mations of the digestive system) or 587.2 (diseases 
of the pancreas). In the Seventh Revision of the 
International Statistical Classification of Diseases, 
this condition will be coded to 587.3 (cystic fibrosis, 
under diseases of the pancreas). This category has 
been added for use in the United States only. 


According to three often-quoted estimates for the 
incidence of cystic fibrosis which are reported in 
the literature,1 the number of cases among the 
350,025 live births occurring in California in 1957 
would be as follows: 


Estimate No. of Cases 
Rigen GG lr nts ieee 583 
T hee ROUG Hive DR 56555 ne oe 350 
Fe RG Ne ian stearate ccod eco 35 


Sharples* said that the apparent incidence of 
cystic fibrosis of the pancreas approaches that of 
cerebral palsy and far exceeds that of childhood 
leukemia and nephrosis. She further said that the 
mortality rate associated with more prevalent dis- 


From the Bureau of Maternal and Child Health, California State 
Department of Public Health. 


Submitted October 15, 1959. 
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e To determine the actual number of deaths 
from cystic fibrosis reported in 1957 in Califor- 
nia, all death certificates mentioning any one of 
the various terms used to describe the condition 
were reviewed. 


As a cause of death, cystic fibrosis is infre- 
quently mentioned on death certificates. In 1957, 
only 42 of a total of 124,082 death certificates 
mentioned cystic fibrosis. Half of the deaths oc- 
curred in persons less than 12 months of age. 
There was no significant difference by sex be- 
tween deaths due to cystic fibrosis and deaths 
from all causes. All deaths occurred in the white 
population. 


eases, such as rheumatic fever and poliomyelitis, is 
low in comparison with the mortality rate from 
cystic fibrosis, more than 50 per cent of patients 
with this disease dying before the age of five years. 
Schwachman? noted no greater incidence in one 
sex than in the other. Concerning racial incidence, 
a majority of patients are Caucasian, a few Negro. 
The condition has not been reported in oriental 
races. 

Because there have been increasing expressions 
of opinion that cystic fibrosis is a much more com- 
mon cause of death than was previously thought, a 
review was made of death certificates registered in 
California in 1957 to determine how frequently 
cystic fibrosis was certified as the cause of death 
or a condition associated with the cause of death. 
The following analysis is based upon all certificates 
mentioning cystic fibrosis of the pancreas. Birth 
certificates of the patients who died were also ob- 
tained if possible. 


RESULTS OF REVIEW 


In 1957 there were 42 deaths in California for 
which the certificate mentioned cystic fibrosis of 
the pancreas or another diagnosis considered syn- 
onymous..There were 124,082 deaths of persons of 
all ages and 8,681 infant deaths in California during 
that year. Table 1 lists the various terms used by 
physicians in completing the death certificates which 
have been considered for purposes of this study to 
be synonymous with the term cystic fibrosis of the 
pancreas, 

Of the 42 deaths, 19 were classified as due to 
congenital malformations of the digestive system 
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(International Statistical Classification 756.2) and 
19 as due to diseases of the pancreas (1.S.C. 587.2). 
In the four remaining cases, two in which there was 
mention of lung involvement along with the pan- 
creatic disease, were coded to 759.5, a code used in 
California for multiple congenital malformations. 
One of the other two deaths was ascribed to pneu- 
monia with immaturity, and one to intestinal ob- 
struction. 


Data collected from the death certificates illus- 
trate the fact that in 1957 children died at an earlier 
age from cystic fibrosis than from any of the other 
selected causes which were studied, for example, 
leukemia, muscular dystrophy, cerebral palsy, polio- 
myelitis, rheumatic fever, tuberculosis (Table 2). 
Data for the other selected causes of death repre- 
sent the underlying cause of death as stated on the 
death certificate, the condition to which a code 
number was assigned according to the requirement 
of the International Statistical Classification of Dis- 
eases. Other death certificates may have mentioned 
one of these conditions, but not as the underlying 
cause of death and therefore were not counted. The 
42 cases of cystic fibrosis reported here represent 
all the deaths for which cystic fibrosis was men- 
tioned anywhere on the death certificate. 


The sequence of conditions leading to death in- 





TABLE 1.—Terms Synonymous with Cystic Fibrosis Used by 
Physicians in Certifying Cause of Death 





No. of 
Certificates 

Fibrocystic disease of the pancreas.....................-.-.-0--+-+ 16 
Congenital fibrocystic disease of the pancreas.............. 1 
Chronic fibrocystic disease of the pancreas.................. 
Fibrocystic disease of the pancreas with lack of 

NNR NN casa ctscvcncp esse poisons 
Cystic fibrosis of the pancreas..................2-:.:.0-e+e+00- 13 
Congenital cystic fibrosis of the pancreas ae 
Chronic cystic fibrosis of the pancreas.........................- 1 


Cystic fibrosis of the pancreas with endocrine disease 1 
I OR ic escotcnccanees Breese tcc otc 


Pancreatic and adrenal cortical insufficiency................ 1 
Congenital pancreatic cystic disease......................2....-++ 1 
Chronic cystic disease, pancreas. ................-....---.-:--+0--0++- 1 
Mucoviscidosis (cystic fibrosis) ......................-........-.--0++ 1 
Pancreatic fibrosis of lungs...............................:..scecesese-- 1 
PINES ONIN techs n pw sgnct ccses dvs ncees sco 1 

42 


volved diseases of the respiratory system in the 
majority of cases. Pneumonia (including bronchial 
pneumonia and pneumonitis) was mentioned on 24 
certificates, and bronchiectasis or bronchitis on six. 
Eight certificates listed diseases of the digestive 
tract, including five mentioning meconium ileus. 
Cor pulmonale was reported in three of the deaths, 
prematurity in three, and mongolism was mentioned 
once (Table 3). 

Table 4 shows the age of the 42 patients at the 
time of death. Twenty were under one year of age, 
and six of these were under one month of age. Eight 
were in the 1 to 4 year age group, nine were in the 
5 to 9 year group, three in the 10 to 14 year group, 
and two were 15 years of age or over. The oldest 
person to die was 27 years of age. For all of the 
age groups except one, death registered to cystic 
fibrosis of the pancreas represented 1 per cent or 
less of the total deaths in the age group. For the 
age group 5 to 9 years, death due to cystic fibrosis 
of the pancreas accounted for 1.3 per cent of the 
total deaths. 


All the deaths under study were in persons of the 
white race, 25 males and 17 females. For the infants 
under one year in the group, the sex ratio closely 
approximated the sex ratio for all deaths in the 
under one year group. Diagnosis was confirmed by 
autopsy in 24 of the 42 cases, 

In only four of the 42 deaths was the duration of 
the disease specifically stated on the certificate to 
be less than the age of the deceased. Fourteen of the 
death certificates did not supply any information as 
to duration of disease and in one case it was stated 
that the duration was unknown. In 24 cases the 
duration of the disease was specified as “a congeni- 
tal malformation” or “lifelong.” 


The median age at death was 16 months. The 
median calculations for the entire group of 42 
patients and for the “duration of disease not stated” 
group were based on the assumption that the disease 
was present from birth. In cases in which the dura- 
tion of the disease was indicated on the death 
certificate, the median age at death was 12 months, 
where the duration was not mentioned, the median 





TABLE 2.—Deaths from Selected Causes, Under Age 15, California, 1957 





Fibrocystic Cerebral Poliomye- Muscular Rheumatic Tubercu- 
Disease of Palsy litis Dystrophy Fever Leukemia losis 
Age Group the Pancreas (351)* (080) * (744.1)* (400-402) * (204)* (001-019) * 
NN cai Sc a eal ely 42 30 2 22 42 44 961 905 
ON oe yg nS 20 1 1 12 0 6 8 
BI DRE she ee ad tala 8 10 3 3 2 76 5 
RN a 9 5 1 1 2 61 1 
NS a 3 4 1 4 2 25 1 
ir ONO as ei. 2 10 16 22 38 793 890 
bers. 


*Numbers in Parentheses appearing in column headings are Sixth Revision International List Num 
Deparceent of Public Health, Death Records. 


Source: State of California, 
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TABLE 3.—Other Conditions Mentioned Singly or in Combination 
on Death Certificates Involving Fibrocystic Disease of the 
Pancreas, California, 1957 


(Note: One case of each unless otherwise indicated 
by numbers in parentheses.) 


Diseases of the Respiratory System 
Bronchopneumonia (17) 
Pneumonia (5) 

Pneumonitis (2) 
Bronchiectasis (4) 
Bronchitis (2) 
Atelectasis (2) 
Respiratory 
infection (2) 
failure 
insufficiency 
Pulmonary 
fibrosis 
cysts 
hypertension 
Emphysema 
Abscessed lung 
Hyaline membrane disease of lung 


Diseases of the Digestive System 
Meconium ileus (5) 
Atresia small bowel with perforation 
Intestinal obstruction 
Peritonitis from ruptured intestine 


Heart Disease 
Cor pulmonale (3) 
Cardiac cirrhosis 
Cardiac failure 


Congenital Malformations 
Mongolism 


Diseases of the Genito-Urinary System 
Uterovesical obstruction 

Prematurity (3) 

Miscellaneous 


Anoxemia, cerebral 
Sepsis 


was 22 months. The older ages, particularly the per- 
son who lived to be 27 years old, affected the calcu- 
lation of the average duration of the disease and 
the average age of death so much that these calcula- 
tions are not shown. 


MATCHED BIRTH CERTIFICATE INFORMATION 


Birth certificates were available for comparison 
of information with that on the death certificates 
in 37 of the 42 cases. 


Four of the patients were born prematurely; this 
fact was reported on both certificates in only one 
instance, on the death certificate in two cases and 
on the birth certificate in one case. No additional 
premature infants were identified when birth weight 
and length of gestation information were reviewed. 
The average birth weight for the 31 infants having 
birth weights recorded was 6 pounds 11 ounces. 
Five of the birth certificates indicated some abnor- 
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TABLE 4.—Deaths Involving Fibrocystic Disease of the Pancreas, 
by Age and Sex, Per Cent of Total Deaths, California, 1957 





Deaths Involving Fibrocystic 
Disease of the Pancreas 


Per Cent 

of Total Total 

Age Group Total Male Female Deaths Deaths 
eos, 42 25 17 aay 124,082 
Under 1 month...... 6 3 2 0.1 6,458 
1 to 11 months.... 14 9 a 0.6 2,223 
lto 4 years........ 8 4 4 0.6 1,252 
Sto 9 years........ 9 6 3 13 679 
10 to 14 years........ 3 1 2 0.7 453 
15 years and over 2 2 ae ats 113,017 


Source: State of California, Department of Public Health, Death 
Records. 


mal condition other than cystic fibrosis existing at 
the time of birth. These included club foot, mongol- 
ism, cleft palate, bowel atresia and meconium ileus. 


State of California, Department of Public Health, 2151 Berkeley 
Way, Berkeley 4 ( Montgomery) . 
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Addendum 


Since this report was prepared, 1958 data for 
cystic fibrosis have become available, as shown in 
the table below. 


Deaths from Cystic Fibrosis of the Pancreas (international 
Statistical Classification 587.3) By Age and Sex, California, 1958 


Age Total* Male Female 
ai elif csapeehatiiee 44 25 19 
ccna 15 10 5 
dabcosietietian 17 8 9 
rex substan cabmacsoceteashpdecon 10 6 4 
TO ists 1 1 ee 
Nii Sacitasas ee sdedtaiocas beats 1 1 


In addition, a description of the national cystic 
fibrosis situation is given in a report by Sirken and 
others in Public Health Reports, Volume 74, Num- 
ber 9, September 1959. This is a report of a nation- 
wide hospital sample survey, conducted between 
January 8 and February 13, 1959, in which infor- 
mation was obtained about hospital patients dis- 
charged with cystic fibrosis. The authors estimate 
that in the United States in 1957 about 2,500 pa- 
tients were discharged from hospitals with a diag- 
nosis of cystic fibrosis. Of these, 95 per cent were 
under 20 years of age. About 360, or 14 per cent 
of the patients were discharged by death. 
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Importance of Correction 


Any ACTIVITY that directly concerns life and safety 
is important to the physician; he may not hope to 
become expert on it, but a general knowledge 
may enable him at times to save life or prevent dis- 
ability just as surely as by treatment with drugs or 
surgical operation. Automobile driving is becoming 
recognized as such an activity, with the driver’s 
personality—particularly his personality defects— 
emerging as a crucial factor in the safety of the 
millions on our highways. 


This recognition is far from understanding. Even 
the mechanical factors of automobile safety are still 
under experiment, and these combine with the vari- 
ables of human judgment in moment-to-moment de- 
cisions on the highway. Nevertheless, just as the psy- 
chiatrist can only judge and direct a patient’s gen- 
eral attitudes in adjusting to life, we should be able 
to discover what general attitudes are helpful or 
harmful in adjusting the driver to proper use of his 
machine in traffic. 


REVIEW OF LITERATURE 


Motor vehicle departments, highway patrols, uni- 
versities and medical facilities all over the country 
are conducting complicated projects in an effort to 
understand the psychic variables of drivers. 

In a project at the University of Colorado School 
of Medicine, these characteristics were noted in 
drivers who had had accidents: 

“], Less capacity for managing or controlling hos- 
tility. 

2. Excessive self-centeredness and indifference to 
the rights of others. 

3. Excessive preoccupation with fantasy satisfac- 
tions. 

4. Fearfulness of loss of life and support and re- 
sentment toward persons responsible for de- 
priving them. 

5. Less ability to tolerate tension and a need for 
immediate discharge of their feelings.”” 


Tillman and Hobbs, in a six-year project in Lon- 
don, Ontario, found in drivers with records of fre- 


Presented at the Tenth Annual Governor's Traffic Safety Conference, 
Sacramento, October 7 to 10, 1959. 


Submitted November 2, 1959. 
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Behavioral Characteristics of Dangerous Drivers 





ARNOLD R. FRIESEN, M.D., and PURCELL G. SCHUBE, M.D., Pasadena 





e Studies of accident-prone drivers emphasize 
the frequency of unstable, aggressive or antiso- 
cial personalities expressing themselves through 
the automobile as a real and a symbolic weapon. 
Such expressions may be voluntary or uncon- 
scious and may also lead a driver to injure 
himself or seek injury from others. 

Because of the great public danger from such 
drivers, it is urgent that judges and enforcers of 
the law recognize the psychic motivation in ha- 
bitual violation and withhold driving privileges 
from violators until a psychic adjustment has 
been made. Physicians can contribute in gaining 
acceptance for this attitude of enforcement, and 
in setting up adequate psychiatric procedures for 
correction of violators. 





quent accidents, “intolerance, aggression against au- 
thority from early childhood, unstable home back- 
ground, antisocial behavior, aggressiveness, impul- 
siveness, intolerance of social or family limitations 
on their behavior, immaturity, false bravery, no con- 
cern for others, domination by fatalistic ideas, hatred 
for authority, lacked an adequate philosophical out- 
look on life and failed in developing a method of 
living, essential for good behavior patterns.” They 
concluded that the accident-prone subjects were 
“dominated by fatalistic ideas,” largely concerned 
with the “material aspects of life, resentful of au- 
thority” and inclined to be their “own boss” and 
that these attitudes resulted in a predictable increase 
in accidents recorded over a six-year period.’ 


From the Harvard School of Public Health, Ross 
A. McFarland has presented a concept of multiple 
causation in accidents. His comprehensive triad, the 
“host” driver, the “agent” vehicle and the “environ- 
ment,” takes account of all the interacting factors 
in evaluating an accident. With regard to behavioral 
characteristics of the driver, he stated: “The basic 
human variables relate to attitudes that underlie the 
specific behaviors exhibited during driving—atti- 
tudes toward traffic, toward the presence of other 
drivers, toward vehicle laws and regulations, toward 
enforcement activities and toward society. Factors 
of attitude, personality and adjustment are of 
greater importance in safe driving than sensory 
defects, reaction times and psychomotor skills. . 
Various tests developed to predict accidents indicate 
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that, so far, such procedures have only limited 
value.””* 


Schulzinger stated: “The main psychological ele- 
ments that increase the probability of accidents in 
maladjusted persons are anxiety, fear, worry, guilt, 
hostility, emotional and psychosexual conflicts, early 
exposure to aggression, overauthoritative parents or 
parent figures, broken homes, frustration, inade- 
quacies of youth, rejection and fatigue.’””® 

The administration of a battery of tests to drivers 
who have had accidents has failed to shed any real 
and useful light on the driver-accident problem. The 
complex of alleged characteristics of accident-prone 
drivers in no way differs from the factors allegedly 
found in juvenile delinquency, senile dementia or 
many another psychiatric problem. Continuing the 
listing of descriptive behavior patterns will not neces- 
sarily contribute to our understanding of why drivers 
have accidents. However, it is important that these 
behavior patterns be understood and evaluated in 
terms of impairment of driving ability and accident- 
proneness. 

The necessity for exercising clinical and practical 
judgment is important because pseudoscientific re- 
search projects conducted by unqualified persons 
have led to a great deal of confusion regarding the 
importance of various behavior traits. The emo- 
tional factors in a given driver cannot be placed in 
an experimental apparatus and recorded, so that the 
results can be publicized as factors in the causation 
of accidents. We must beware of the statistical trap 
and move into the area of understanding. The prob- 
lem is far too complex for a simple definite solution. 
Woodward states, “The doctors need not wait until 
all the facts are at hand, we can begin the control 
of accidents in a clinical and practical way. We feel 
that we now have enough facts, which, if employed, 
would reduce the deaths and injuries 50 per cent or 
more.””® 

Fatalism in this field is unjustified; people can 
be changed, and therefore there is hope that the be- 
havior of the driver can be changed. 


ESSENTIAL EVALUATING FACTORS 


It is necessary to have standards of judgment 
when an attempt is made to evaluate behavior char- 
acteristics. The essential evaluating factors include 
a person’s philosophy of life. What a man thinks, 
says and does is an expression of his psychic makeup 
and reactions. A way of thinking that results in a 
feeling of belonging, of cooperation with mankind, 
conforming to accepted social behavior and consid- 
eration for the welfare of others, is essential to good 
driving. Clinical studies, psychiatric judgment and 
research data are in agreement that drivers with a 
high accident rate often come from broken homes, 
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have been subjected to excessive aggression and 
authority, demonstrate antisocial behavior, reveal 
considerable emotional instability and have fewer 
and more superficial social contacts. In contrast, the 
driver with few accidents identifies himself with the 
family, belongs to social groups, relates favorably to 
his work and derives satisfactions from the way he 
lives. Another finding, if it can be accurately stated, 
is that safe driving depends on the satisfactions the 
driver is capable of deriving from living. If a person 
has a mature outlook on life, if he is favorably dis- 
posed toward society, if his social relationships are 
meaningful, his attitude and behavior will permit 
him to drive safely. Satisfactions in life and safe 
driving go hand in hand. 


BEHAVIOR CHARACTERISTICS IN DRIVERS 


The attitudes of the driver are based on negative 
or positive motivations. The driver with negative 
motivations feels that any kind of driving short of 
an accident “‘is satisfactory” or rates himself a good 
driver if he has a “no-accident” record. This nega- 
tive attitude of avoiding an accident is hostile in 
nature, reveals self-centeredness and implies that the 
driver is so absorbed with his emotional problems 
that he is indifferent and inattentive to traffic condi- 
tions. These negatively motivated attitudes cause 
many drivers to become antagonistic and impulsive 
and lose a proper sense of caution. Drivers with 
positive motivations feel that safe driving is “the 
proper thing” to do, that it is morally wrong to vio- 
late traffic regulations even when there is no possi- 
bility of an accident. The positive motivations for 
safe driving are evidenced in the driver who feels 
he is “average” rather than in the one who considers 
himself the “best” or “below average” in driving 
behavior.5 

The attitude of the driver is important and in the 
words of Woodward,® “Our duty as a citizen and 
physician is not fully discharged until preventive 
measures have become a fact and a program empha- 
sizing the positive side of safe driving has become a 
reality.” 

Automobile drivers may have two types of emo- 
tionally motivated accidents; either they hit someone 
or someone hits them. Accidents are either deliberate 
or unintentional, consciously or unconsciously ac- 
complished. 

We are not yet in a position—nor anywhere near 
it—to demand psychometric evaluation of every 
driver. But as physicians we do come in contact with 
the psychically disturbed, potentially dangerous driv- 
ers, and as citizens we can press for psychiatrically 
enlightened handling of drivers whose accidents have 
already demonstrated that they are dangerous. 


In any automobile accident there is a possibility 
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of unconscious motivation: the desire to hit someone 
or to be hit. It is impossible to offer any general ex- 
planation for such desires, for the causes may be 
different in each case. As in any other medical prob- 
lem, however, the diagnosis cannot be made unless 
the possibility is recognized. Every automobile acci- 
dent must be considered in this light; moreover, ac- 
cident-prone drivers must be recognized as belonging 
to the same categories as those who in other ways 
show egocentricity, aggressiveness, antisocial atti- 
tudes, irresponsibility, rebellion and, often, low men- 
tality. They should be considered sick. 

A car in the hands of such a driver is as much a 
weapon as a gun or a club. It can be used, consci- 
ously or unconsciously, to kill, maim, mutilate, de- 
stroy, eliminate or declare war on an enemy, real or 
imaginary. It can be used also for suicide, which 
may be unconsciously designed and may be exe- 
cuted without conscious guilt—a socially acceptable 
method. 

When the motivation of the driver is hostile, ag- 
gressive, resentful and retaliatory, he may well 
project feelings of anger onto other drivers, uncon- 
sciously precipitating an accident in order to create 
remorse in the subjects of his hate or the objects 
of his frustrated love. Therefore, an angry driver 
should not be permitted to drive again unless he 
improves his driving behavior. If he fails to do so, 
we should stop pampering him with the excuses of 
psychiatric handicaps and suspend his license. 

On the other hand, many hostile, aggressive, re- 
sentful and retaliatory drivers do not have accidents 
because they are able to control, direct and discharge 
these feelings in some other manner. The utilization 
of judgment, cognition, reality orientation, ego con- 
trol and toleration saves many an angry driver from 
having an accident. 


PRACTICAL APPLICATIONS 


Police officers, lawyers and judges must become 
aware of how their actions affect driving safety. Ac- 
cidents may be triggered by resentment or frustra- 
tion from inequitable or unreasonable restrictions; 
on the other hand, the potentially dangerous driver 
may be encouraged by indulgence either to himself 
or to others. The law should not have a sense of 
humor or tolerate egotistical disdain of others; it 
must recognize that murderers and traffic violators 
are equally dangerous. Enforcers, like violators, may 
be influenced by egocentric concepts of their own 
wisdom and knowledge, and so may become accese 
sories to accidents, both before and after the fact. 






An immediate need is a change in philosophy and 
attitude of legislators, motor vehicle administrators, 
law enforcement personnel and judges regarding the 
reality of the psychiatric aspects of accidents. Mu- 
nicipal Judge Sherman C. Finesilver of Denver ad- 
vocated “a new philosophy in our courts.” He ex- 
pressed the belief the court experience should be 
remedial and assume the responsibility for improv- 
ing driver behavior. “The courts should be a force 
for safety.”* 

Many courts have traffic violators’ schools, and 
Detroit has a psychiatric clinic where driver be- 
havior is evaluated. Of 812 offenders studied there, 
244 were judged feebleminded, borderline or of in- 
ferior intelligence, 101 had emotionally unstable 
personalities, 18 had compulsive disorders, and 7 
were in senile deterioration.1 After a psychiatric 
evaluation has been made by the clinic, a course of 
action follows: “sick drivers” are given medical, 
psychiatric or driver-training treatment. Failure to 
respond results in permanent suspension of the li- 
cense to drive. Some licenses are granted only with 
limitations similar to those imposed on the physi- 
cally handicapped. 

Such enforcement is needed not only as a deterrent 
to violation but as a positive sanction for obedience. 
Many citizens do not take a law seriously unless en- 
forcement sets the trend. If every driver is aware that 
deviate behavior will have serious consequences for 
him, if every would-be reckless driver realizes that 
he cannot win, then the behavior on the highways 
may be drastically improved. 

1060 East Green Street, Pasadena ( Friesen) . 
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The California Youth Authority Psychiatric 


Treatment Program 


Its Historical Significance and Philosophy 


MARK LEWIS GERSTLE, M.D., Sacramento 


FoR MANY YEARS the probem of dealing with emo- 
tionally disturbed teen-aged delinquents has con- 
fronted California courts, probation departments, 
the Youth Authority, Department of Mental Hygiene 
and many private agencies. Many different commit- 
tees have been established through the years to study 
this problem, which in 1955 became so critical that 
judges in some of the larger counties communicated 
with members of the Legislature in order to get a 
legislative policy with regard to it. 

Representatives of the California State Senate and 
Assembly met with representatives of the 11 western 
states under the auspices of the Council of State 
Governments and learned that the same serious prob- 
lems exist in these states. 


In the 1956 Census of Special Problem Cases, the 
Youth Authority reported that about 17 per cent of 
the persons admitted to the Youth Authority could 
be classified as “special problem delinquents” who, 
because of emotional disturbance, could not be ex- 
pected to benefit from the existing correctional and 
rehabilitation program. Such wards of the state, al- 
though relatively few in number, create a tremendous 
impact. They occupy a kind of institutional “no 
man’s land” since there appears to be no proper 
place for them in regular mental hospitals or in exist- 
ing institutions for the mentally deficient. They 
require more efforts to rehabilitate and a greater 
amount of staff time. More important, many adult 
criminals come from among them. It is clear that 
psychiatric care and treatment is seriously needed 
for them. 

At the 1956 legislative session the matter was re- 
ferred to the Assembly Interim Committee on Social 
Welfare under the chairmanship of the Honorable 
Bruce F. Allen, Assemblyman. On June 22, 1956, 
this committee called together a group representing 
the courts, probation departments, the Department 
of Mental Hygiene, the Youth Authority and the 
Department of Corrections to discuss the problem. 
From the testimony given by all persons present it 


The author is Chief Psychiatrist to the Youth Authority, State of 
California, Sacramento. 


Submitted July 2, 1959. 
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e Three psychiatric treatment units for dealing 
with emotionally disturbed teen-age delinquents 
who become wards of the California Youth Au- 
thority are operating on a pilot basis in three of 
the Authority’s corrective schools. 

It is recognized that treatment is far more than 
psychotherapy; the solicitude, encouragement, 
understanding and sympathy that a disturbed 
teen-ager receives from the people who make up 
his custodial surroundings are a part of it. An 
aim of the treatment units is to relieve these 
young people of disruptive, destructive emotions. 

A most important aspect is the integration of 
treatment with custody, which requires—and is 
getting—the cooperation of the administrative 
staffs. . 

Although the cost of the program is relatively 
high, it can result in a considerable net saving te 
taxpayers. Helping to make an orderly, produc- 
tive citizen of a disturbed youth can usually pre- 
vent years of costly custodial care. 


was decided that the Youth Authority should ad- 
dress itself to this problem. By resolution, the com- 
mittee requested the Youth Authority to do the staff 
work necessary to meet the problem, including the 
drafting of legislation and the preparation of plans 
for appropriate buildings and staff at Youth Au- 
thority institutions. 

An amendment to the Welfare and Institutions 
Code was passed by the 1957 Legislature which pro- 
vides that the Youth Authority shall also accept “a 
person committed to it . . . if he is a borderline 
psychotic or borderline mentally deficient case, if he 
is a sex deviate unless he is of a type whose presence 
in the community under parole supervision would 
present a menace to the public welfare, or if he 
suffers from a primary behavior disorder.” 


In August of 1957 a development committee for 
Psychiatric Treatment Units was organized within 
the Youth Authority to develop the program. In the 
original proposal by the agency, Psychiatric Treat- 
ment Units were to be placed in each of the existing 
Youth Authority facilities. However, the Legislature, 
recognizing the vast extent of the problem, the lack 
of precedent and the problems involved in organiza- 
tion and procurement of buildings and professional 
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personnel, was careful to authorize the establishment 
of the Psychiatric Treatment Units on a staggered 
basis providing sufficient time for the development 
of plans, procedures, and training. The units were 
initially authorized at Preston School of Industry 
and Los Guilucos School for Girls, with the third 
Psychiatric Treatment Unit to begin operation after 
July 1, 1959, at the Fred C. Nelles School for Boys. 


Concepts of Treatment and Psychotherapy 

Although all psychotherapy is treatment, all treat- 
ment is not psychotherapy. This distinction is of 
more than academic value. The warm-hearted solici- 
tude, encouragement and understanding of a house- 
mother, for instance, is often invaluable. No one can 
say that her endeavor on behalf of one of her charges 
is not treatment, yet this cannot be called psycho- 
therapy in any accurate sense. Another way of 
putting this, is to state that not everything that is 
helpful is treatment, although certainly all treatment 
must be helpful. 


Objectives and Rationale of Psychotherapy 


Psychotherapy as carried out in the Youth Au- 
thority gives the patient carte blanche to say any- 
thing that comes into his mind which will, to the 
best of his ability, express his feelings. It is our 
firm conviction that, with such freedom encouraged, 
the chances of such a patient’s acting out these ag- 
gressions and resistance are less than they would be 
if he were not given the opportunity of such ex- 
pression. In other words, the permissiveness of the 
therapeutic relationship between patient and thera- 
pist is a safety valve and the fact that the patient 
can and will, if properly encouraged and guided, 
give vent to any and all antisocial, disrupting contra- 
mores ideas and feelings will go a long way to relieve 
pent-up tensions, disruptive aggressions, confusion 
and anxiety. 

To pursue this thought a bit further, the erroneous 
but far too prevalent notion that psychotherapy and 
the administrations of a therapist tend to diminish 
the need for discipline and self-control must be once 
and for all abandoned. On the contrary, one of the 
most important and vital roles psychotherapy can 
play is to gradually bring about greater control and 
reduce the compulsive irresistible urges and obses- 
sional factors so that the patient can adapt himself 
better to his environment in the institution, on 
parole, and eventually in the outside world where 
he will again take his place. There will be less need 
to “act out” and a better chance for him to feel that 
he is a member of society, and that, as such, he 
must conform to its prescribed ethics. He acquires 
respect for other human beings with whom he will 
always have to deal. To the extent that these goals 
are attained, he will then learn to incorporate within 
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himself the feeling that he “belongs”—that he no 
longer is an outcast, that he has a place under the 
sun, and that, without servility and without demand- 
ing inappropriate or exorbitant solicitude, he can 
respect and be respected. 


Every effort in therapy is directed toward incul- 
cating self-esteem without enough of which a human 
being either retreats into despair, depression and 
apathy, or, in order to spare himself the conscious 
pain of his inadequacies, proceeds to overcompen- 
sate, thus becoming an anti-social, lawless, aggressive 
menace to society, which is the core of the delin- 
quency pattern. 


It is necessary to be just as concerned about the 
status and needs of the troubled child as about the 
troublesome one. Of course, greater clinical acumen 
is needed for recognition of the former in order to 
bring him to treatment. 


Psychotherapy Can Save Money 


It is expensive to care for the sick regardless of 
the nature of the symptoms or the disease. Every 
good hospital in the United States operates in the 
red even with the aid of usually generous endow- 
ments. This is particularly true in large teaching 
hospitals and those affiliated with a medical school 
or center. Since, from the clinicians point of view, 
all the wards of the state with whom we deal are 
disturbed and also emotionally unstable, as well as 
usually infantile or immature, they are in this sense 
sick, The expense, great though it is and will con- 
tinue to be, can be looked upon as a stitch in time. 
Money spent now on these children may prove to be 
the most economical investment the taxpayer could 
make. The rehabilitation, partial or complete, of one 
of these children can be expected to pay handsome 
dividends through saving money that would other- 
wise go to paying for the damage and the expense 
of custody that usually follow uncorrected and neg- 
lected delinquency. 


Participation in the Research Program 


The central office, with the assistance of the Chief 
of Medical Services, the Consulting Clinical Psy- 
chologist and the Chief of the Research Program, 
aided by the professional staff of each institution, 
has entered into various research endeavors, some 
of which are in the category of “pure research” and 
some of which will be more practical and, therefore, 
more directly helpful in helping us to deal more 
efficiently with the Psychiatric Treatment Program. 


Good “treatment” can be properly regarded as 
anything which has a tendency to help the recipient 
to deal with his anxieties and tribulations. 

“Treatment” includes environmental as well as 
personal impacts. It is clear, therefore, that every 
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locale and every person in the California Youth 
Authority will have an effect on the wards of the 
state with whom the Youth Authority deals. The 
range of such impact is unlimited. It includes such 
diverse matters as the type of clothing insisted upon, 
the size, shape and color of the dormitory or room; 
the convenience and efficiency of the showers and 
lavatories; the appearance, quantity and quality of 
the food; the tone of voice in which a gardener or 
janitor says, “Good morning”; and, of course, the 
friendliness and warmth in even the briefest en- 
counter between the ward of the state and every 
member of the staff. Actually, the ward’s initial 
commitment to the California Youth Authority, 
followed by a sojourn in a juvenile hall, are also 
significant but since these are not properly within 
the control-of the California Youth Authority they 
will not receive any more than this cursory mention. 
The ward’s first actual experience in the California 
Youth Authority begins at one of the two reception 
centers. The weeks that he spends there add up to 
the beginning of a continuum which progresses from 
the center to the institution, to parole and, finally, 
to his release to society. 


Integration of Treatment and Custody 


One of the most important efforts has been that of 
integrating “treatment” with custody. As was pre- 
dictable, these two disciplines can never be expected 
to completely fuse. There will always be areas of 
difference of emphasis—there will always be people 
who stress one aspect of our total responsibility at 
the expense of the other. Hence constant watch must 
be kept to hold such hampering differences to a 
minimum. One hostile or unduly skeptical staff 
member can greatly diminish the over-all morale of 
his institution. It is my belief that the task of inte- 
gration rests more on the Psychiatric Treatment 
Units than it does on the administrative staff, since 
the former are trained to understand differences or 
different points of view and are, therefore, better 
equipped to reconcile them. It is a great source of 
satisfaction that such efforts have been proceeding 
more satisfactorily than we had any reason to hope. 
The Psychiatric Treatment Units welcome the ad- 
ministrative staffs’ participation in their conferences 
and classifications meetings. 

By and large, a remarkable degree of cooperation, 
mutual understanding and “team play” seems to 
permeate our institutions. Exceptions, of course, 
there are; but they are not numerous and, when de- 
tected, they are dealt with forthrightly, not in a 
spirit of rivalry, but with a deep-rooted wish and 
conviction that all that is necessary is to understand. 
With mutual understanding comes respect for the 
attitude and point of view of others, even though 
these may materially differ from one’s own. 
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In the California Youth Authority schools, institu- 
tions and camps that do not have Psychiatric Treat- 
ment Units, “treatment” is also of the greatest im- 
portance. Counseling, guidance, support, and in- 
struction are all therapeutic. It may be said at this 
time that it is extremely important who does what to 
whom—just as important and in some cases more 
so than what or how he does it. Many staff members 
are making invaluable contributions to the “treat- 
ment” and rehabilitation of their charges, and it is 
impossible to evaluate these services in terms of 
their relative importance. It is important, however, 
for everyone who is doing a good job in this effort 
to realize it. No one is so broad-shouldered or secure 
that he does not need the repetitious confirmation 
of recognition and unsolicited commendation, and 
it is here that the professional and more experienced 
members of the Psychiatric Treatment Units can 
and must play the role of the reassuring and appre- 
ciative “father-figure.” In general, the stature of any 
staff member will be in inverse proportion to the 
amount of encouragement and support he is apt to 
need and benefit from. This, I think, is a clue to how 
such efforts should be directed and to whom. 

It may be advisable to state that for all intents 
and purposes “therapy” includes the connotation of 
psychotherapy; treatment can be thought of as 
broader and more comprehensive. Treatment is, 
therefore, no prerogative of the medical profession. 
Hence, it is being lavishly and continuously used 
by everyone regardless of varying philosophies, dis- 
ciplines and training. Treatment is largely confined 
to attempts to deal realistically with conscious ma- 
terial, as brought out verbally by the persons with 
whom we are dealing. In contradistinction, therapy, 
and particularly psychotherapy, must take into ac- 
count motivations which are largely unconscious, 
and although interpretations on this level are often 
not clinically indicated, the accomplished therapist 
can never afford to lose sight of them. They make up 
the core of his understanding, thereby furthering 
significantly his useful and meaningful therapy. 


Indoctrination of the Indoctrinators 

The indoctrination of the indoctrinators can, 
therefore, be seen to be an essential; hence it is 
proper to give time to it. Regularly scheduled meet- 
ings and interviews help in the indoctrination, but 
the effort must go further. It must comprise every 
single encounter, with the youths themselves and 
with other members of the staff, in the hallway, in 
the dining room and in the meetings which take 
place after hours. For some of these golden oppor- 
tunities, unofficial, sporadic and spontaneous as they 
are, may often prove to be the beam of light shining 
into the darkness of misunderstanding. 


State of California, Department of the Youth Authority, 401 State 
Office Building No. 1, Sacramento 14. 
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Work Potential of the Handicapped 


The Physician's Role in Evaluating It 


JOSE C. MONTERO, M.D., San Francisco 


WHEN EXAMINING a prospective worker, the physi- 
cian’s responsibility goes beyond the mere filling 
out of a standard medical form and the checking 
out of the positive and negative findings. If this 
examination is to be used as an effective tool in 
placing the applicant on a job, the physician must 
be aware of: 

The physical and emotional demands of the job 

The capacities of the individual. 

This general rule is of particular importance when 
dealing with the handicapped. 

Since a handicap is “any disadvantage or hin- 
drance making success in an undertaking more diffi- 
cult,” any criterion for measuring work-power 
levels of the handicapped must relate the handicap 
to a specific undertaking in order to effectively eval- 
uate fitness. 

Since a large proportion of the millions of handi- 
capped persons in this country are supported by 
public funds, many agencies, both government and 
private, are now attempting to analyze the problems 
involved in measuring the work capacity of this vast 
army of potential workers. The Office of Vocational 
Rehabilitation with branches in most large cities can 
supply interested physicians with information about 
available services which may assist them in evalu- 
ating handicapped patients. These services may in- 
clude: (1) vocational outlook and goal for the 
patient, (2) biographical data of vocational interest, 
(3) financial assistance for medical, surgical and 
rehabilitation services, and (4) follow-up in per- 
formance in employment. 

Other agencies such as the United States Employ- 
ment Service, the State Commission for the Blind, 
the Veteran’s Administration and numerous private 
agencies which can be found in the Social Service 
Directory of most cities, are also equipped to supply 
specialized services for the handicapped. Many of 
these agencies as well as prospective employers will 
call on the physician not only to request a standard 
physical examination but also his opinion on poten- 
tial work power. The physician who is asked for such 
an opinion regarding a patient needs first to have 
a complete knowledge of the patient’s physical and 


Submitted August 19, 1959. 


From the May T. Morrison Center for Rehabilitation, 1680 Mission 
Street, San Francisco 3. 


e Even a severe physical defect may not be a 
handicap on some jobs; even a mild one may be 
a handicap on others. 

Physicians considering the employability of a 
disabled person must not only appraise the per- 
son but also must analyze the job. 

Job analysis must take into consideration the 
degree of exertion necessary, the emotional de- 
mands, working conditions (including accessi- 
bility of the place of work, of toilet facilities and 
the like) and job hazards. 

Appraisal of the person must include a medi- 
cal examination, a review of the work history, 
consideration of socio-economic background, and 
psychological testing. 


emotional capacities. The integration of this infor- 
mation with specific job demands can then only be 
made by a careful study of several factors. These 
factors can be estimated in some instances by the 
physician from his own knowledge and analysis, or 
by the physician in consultation with employer or 
vocational counselor, but in many instances the 
evaluation can be better accomplished in a rehabili- 
tation setting where a group of experts can gather 
the necessary information to make the physician’s 
decision more valid. 
The information that must necessarily be reviewed 
includes the following: 
(1) Analysis of the job 
(2) Appraisal of the individual 
a. by the physician 
b. through work assessment program 


ANALYSIS OF THE JOB 


The job description can usually be obtained from 
(1) the prospective employer, (2) the referring 
agency, (3) the United States Employment Service, 
or (4) the prospective employee. Included in this 
description should be details of (1) the physical de- 
mands of the job, (2) the emotional demands of the 
job, (3) working conditions, and (4) hazards in- 
volved. 


Physical Demands of the Job 


Class I (heavy). Includes jobs requiring climbing, 
carrying, lifting. This would include linemen, ware- 
house men, construction workers, lumbermen, min- 


CALIFORNIA MEDICINE 








ers, stevedores and other workers whose jobs depend 
largely on gross physical energy expenditure. 


Class II (medium). Includes jobs requiring han- 
dling, fingering, manipulating. A limited amount of 
climbing, carrying, and lifting may be required. 
Assembly line and bench workers, clerical and sales 
workers and others whose jobs require mainly man- 
ual skills belong in this group. 


Class III (light). Includes jobs requiring plan- 
ning, inspecting, directing, and the use of fine hand 
skills. Little or no climbing, carrying, and lifting is 
involved. Watch repair, drafting, small appliance 
repair, interviewing and most sedentary jobs belong 
in this group. 


Emotional Demands of the Job 


Although a job description may include some of 
the emotional demands, the description is rarely 
adequate to give the physician a complete picture 
of these important factors. Since approximately 80 
per cent of today’s jobs do not require tremendous 
muscular effort, failure to perform may often be 
due to an inability to meet the emotional demands. 
Pressures and tensions are potentially present in all 
jobs but the degree may vary from job to job, from 
industry to industry and even from area to area. The 
reaction of the individual to these tensions is equally 
varied and must be considered on an individual 
basis. Today, new jobs created by technological ad- 
vances, and modification of the old jobs by automa- 
tion, while they are less demanding physically, have 
increased many of the factors causing emotional 
distress. Evaluating the degree of frustration, mo- 
notony, boredom and stress involved in the perform- 
ance of a specific job will be of value when matching 
the applicant to the job. 


Working Conditions 


The details of the working conditions will give the 
examining physician an insight into the environment 
where the prospective worker will perform. This is 
important because, occasionally, a handicapped per- 
son may be able to manage a specific job adequately 
but be defeated by adverse environmental condi- 
tions. Therefore, information regarding the accessi- 
bility of work areas and toilet and lunch-room 
facilities, the number of stairs with and without 
handrails, presence of elevators or ramps, and the 
availability of public or private transportation 
should be given careful consideration in addition to 
the more obvious conditions such as whether the 
work is indoors or outdoors, the temperature ranges, 
the working hours, the degree of humidity and air 
pollution, and whether or not the work will be done 
in cramped quarters, alone or with others, and at 
high or low altitudes. 
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Job Hazards 


Modern safety practice and modern work methods 
have eliminated many of the occupational hazards 
of the past. Today, many accidents are believed to 
result from careless acts rather than from unsafe 
conditions. However, there are still industries that 
are considered hazardous: Coal mining, lumbering, 
marine transportation, construction and trucking 
head the list. Some of the factors to be looked for 
in reviewing the hazards of a specific job are the 
presence of moving objects, possibilities of falls 
from heights or on slippery floors and exposure to 
respiratory irritants, toxic material, radiation, noise 
and heat. 


APPRAISAL OF THE INDIVIDUAL 


Medical Examination. In order to estimate how 
the handicap will affect the performance of the pro- 
posed job, it will be of value to consider the follow- 
ing questions: Is the handicap permanent, temporary 
or progressive; is the nature of the handicap such 
that it might be aggravated by the performance of 
the job; will the handicap permit the individual to 
perform the job safely and without endangering his 
health or the health of his co-workers? 


The medical examination should then proceed to 
evaluate the remaining physical and emotional ca- 
pacities of the individual to determine whether he 
can perform the job on a competitive basis in spite 
of the handicap. In other words, can he meet pro- 
duction standards in speed, endurance, and accu- 
racy; can he use the existing lunch room, toilet 
facilities, stairs, elevators; can he use the existing 
transportation facilities? 

For jobs in Class I (heavy) the physician should 
evaluate those physical abilities required for work 
entailing high expenditure of energy, ascertaining 
insofar as possible that muscle power, joint range 
of motion, body agility and flexibility, body balance 
and the functional capacity of the cardiovascular, 
respiratory and endocrine systems are adequate for 
the performance of the job. 


Jobs in Class II (medium) require particular at- 
tention to visual acuity, upper extremity range of 
motion, manual dexterity and the required standing, 
walking or sitting endurance for the specific job. 

In Class III (light) the emphasis of the examina- 
tion should be on fine finger dexterity, hand-eye 
coordination, communication abilities (speech and 
writing), memory and intellectual ability. 

An impression of the emotional status of the ap- 
plicant in terms of the demands of the job should 
also be reported. His cooperation, motivation, so- 
ciability, tolerance and emotional stability may be 
important factors in determining his vocational fit- 
ness. 
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When it is apparent that the applicant has the 
qualifications to meet all the demands of the job, 
then it is obvious that he is not handicapped for that 
particular occupation. If, however, there is a ques- 
tion as to the patient’s emotional or physical ability 
to perform the job, the physician should try to de- 
termine whether the vocational outlook will change 
by advising on additional measures such as treat- 
ment (medical, surgical, psychiatric, physical reha- 
bilitation) and/or job modification (rearrangement 
of working area, specially designed tools and equip- 
ment). 


WORK ASSESSMENT 


Assessing the capacity of a handicapped person for 
various kinds of work is extremely valuable when 
dealing with the more difficult vocational placement 
problems. It is useful in determining the validity of 
a selected vocational goal and, where no definite goal 
has been arrived at, may direct the examiner toward 
suitable vocational objectives. This assessment may 
corroborate the selection of a previously advised 
vocational plan, and then again it may open up 
entirely new vocational possibilties. 

In the Work Assessment Program at the May T. 
Morrison Center for Rehabilitation in San Fran- 
cisco, the following methods are used. 


Medical examination is carried out to determine 
the actual physical capacities and sets up the neces- 
sary work limitations. An estimation of functional 
capacity is given, based on diagnostic and prognos- 
tic factors. Tests of functional and daily living ac- 
tivities are given and recorded in detail. At this 
point, recommendations may be made as to treat- 
ment, prosthetic aids and further diagnostic or func- 
tional tests, 


A work history is compiled by the vocational 
counselor based on information obtained from the 
patient and from former employers, school records, 
previous training, professional licenses, hobbies and 
interests. 


The socio-economic background is summarized by 
the Social Service Department. Information as to 
family history, economic level and community re- 
sources is made a part of this report. 


Psychological testing is used to find out if the 
handicapped individual is emotionally and tempera- 









mentally suited for various kinds of work. Evalua- 
tion of intelligence, personality, interest and aptitude, 
as well as a psychiatric evaluation, may be needed. 

With the foregoing information available, broad 
areas of employment possibilities become apparent. 
In order to investigate these areas and narrow them 
down to specific occupations, the Center has devel- 
oped a series of work sampling procedures to test 
the patient’s ability in a variety of job situations. 
The following six major occupational areas are ex- 
plored: (1) sub-professional and technical, (2) 
clerical, computing, recording and public contact, 
(3) service—domestic and institutional, (4) me- 
chanical and manual-skilled, (5) mechanical and 
manual-semiskilled, (6) elemental work—light, me- 
dium and heavy. 

Work sampling is done under the supervision of 
registered occupational therapists, specially trained 
in this particular field, who report on work ability, 
rate of production, safety of performance, work 
habits, personal: appearance, motivation and toler- 
ance. 

A try-out in an actual work situation may also be 
used to determine fitness. This might be done either 
at the place of employment or in the Center’s shel- 
tered workshop, under close supervision—usually 
in a ratio of one supervisor to two or three workers. 
At this Center for rehabilitation these trials in the 
workshop permit continuous observation of work 
aptitude, endurance, motivation, safety, work habits 
and ability to work with others. 

Once the person has completed the selected series 
of examinations, tests and try-outs, a final staff 
conference is needed to establish a realistic and prac- 
tical vocational plan. For some persons this might 
mean return to full-time competitive employment on 
a selected job; for others, part time or sheltered 
workshop employment might be advisable on a 
permanent or temporary basis. In certain cases, the 
emphasis might be on additional education, re-train- 
ing or, perhaps, homebound work. In all cases where 
it is possible every community resource is brought 
into the evaluation procedure (i.e., vocational re- 
habilitation services, California Employment Serv- 
ice, insurance companies and others) and detailed 
reports on every phase are made available to the 
participating agency Wrhe patient’s physician. 

1680 Mission Street, San —“s 3. 
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Calcified Cervical Discs in a Child 


FRANK T. PIERCE, JR., M.D., and 
WILLIAM HANAFEE, M.D., Los Angeles 


CALCIFICATION of the intervertebral disc in child- 
hood is an uncommon finding. The case here re- 
ported is of particular interest because films taken 
before the present illness revealed no calcifications 
and follow-up films showed rapid decalcifications 
of the involved discs. 


Nineteen instances of cervical disc calcification 
in childhood have been reported. More than one disc 
was involved in three cases. In seven of fifteen cases 
of disc calcifications reviewed by Silverman,* the 
cervical spine was involved, and in five of those 
seven cases the calcifications were observed to clear 
or decrease. 


REPORT OF A CASE* 


A seven-year-old Caucasian boy was observed be- 
cause of pain in the neck and right shoulder, with 
slight elevation of temperature, following two recent 
falls while running. The patient had been born at 
term after normal pregnancy and delivery. There 
was no history of excessive intake of vitamin D. 


At 18 months the child had right otitis media 
which responded promptly to treatment. At 21 
months medical advice was sought because of “blank- 
ing-out spells,” which occurred when the child was 
upset or hurt and were associated with crying and 
breath-holding. No abnormalities were noted on 
physical, neurological and electroencephalographic 
examination. At 26 months, the child had left otitis 
media and nasopharyngitis which responded rapidly 
to treatment. 

When the patient was two and a half years old the 
cervical spine was incidentally visualized from the 
fourth cervical to the first thoracic vertebra in a 
film taken because of a clavicular fracture, and no 
disc abnormality was shown at that time. At three 
and a half years of age, the child fell again, lac- 
erating his chin, but no spine injury was recorded. 
~ From the Department’ of Radiology, Moore-White Medical Clinic 


(Pierce), and the Department of Radiology, University of California 
at Los Angeles Medical Center ( Hanafee) . 


Submitted October 15, 1959. 


*The authors wish to thank Dr. J. W. St. Geme for permission 
to study this case. 
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The present illness leading to examination of the 
cervical spine began August 23, 1958, when the child 
fell flat on his back while running. He complained 
for two days of nonradiating pain in the right 
shoulder and neck. Three weeks later he fell and 
again soreness developed in the neck. The tempera- 
ture rose to 99° F. and slight enlargement of cervical 
nodes was noted. 


Upon physical examination the only abnormality 
noted was pronounced left sternocleidomastoid 
spasm. There was no nasopharyngitis. Results of 
examination of the blood and urine were within 
normal limits. The temperature remained elevated 
for one week, varying from 99.4° F. to 99.8° F. Pain 
and limitation of motion of the neck gradually di- 
minished over a ten-day period and the patient there- 
after remain asymptomatic. 


Roentgen examination of the cervical spine on 
September 15, 1958, revealed extensive calcification 
of the discs between the fourth and fifth and the 
sixth and seventh cervical vertebrae (Figure 1). 
There was some associated decrease of the cervical 
lordosis. Laminograms taken October 10, 1958, 
showed slight but definite regression of the disc 
calcification and further roentgen studies on April 
20, 1959, showed the calcifications in the disc be- 
tween the fourth and fifth vertebrae to have almost 
completely disappeared and those in the next lower 
interspace decidedly diminished. No calcifications 
were noted in films of the thoracic and lumbar areas. 


Cinefluorographic examination showed dimin- 
ished motion of the lower cervical spine during flex- 
ion and extension of the head. The calcified discs 
did not show the gliding action in an anteropos- 
terior direction that is associated with degeneration 
of a disc in adults. The calcification of the disc 
afforded good visualization of the nucleus pulposus 
during flexion and extension. The motion which was 
present appeared quite normal, and apparently the 
calcifications did not interfere with the function of 
the nucleus pulposus. 


DISCUSSION 


Birth trauma, hereditary factors, tuberculosis and 
poliomyelitis have been suggested as etiologic fac- 
tors in disc calcification in childhood, but no firm 
conclusion can be reached. The changes are unre- 
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Figure 1.—Left: 


Lateral cervical spine roentgenogram taken September 15, 1958, showing calcified fourth and 








sixth intervertebral discs. Center: Laminogram taken October 20, 1958, showing resorption of the major portion of 
nucleus pulposus calcification at the fourth cervical vertebra. Calcification at the sixth vertebra is somewhat di- 
minished. Right: Roentgenogram taken April 20, 1959, showing complete resorption of disc calcification at the fourth 


and further regression at the sixth vertebra. 


lated to the calcifications that occur in older people 
as part of a degenerative process. Alkaptonuric 
ochronosis and vitamin D intoxication are two 
causes of disc calcification, but in the patient in the 
present case, as in previously reported cases, there 
was no evidence of either. Ochronosis is a metabolic 
disease which causes cartilage degeneration. For- 
tunately, the associated arthritis and calcification do 
not occur until the third or fourth decade. 

Mild trauma has been stated to be a predisposing 
factor. However, mild trauma is so common in child- 
hood that disc calcification must be an exceedingly 
rare response to it, if indeed there is any causal 
relationship at all. 

The concept of metastatic infection has been raised 
since some of the children, as in the present case, 
have a slight fever and occasionally leukocytosis is 
observed. But in the case here reported there was 
no evidence of an infectious process and the prompt 
recovery without antibiotic therapy indicates infec- 
tion was not a factor. The history of temper tan- 
trums and breath-holding noted in this case was not 
reported in other cases and was probably irrelevant. 


Of considerable interest was the availability of 
films of the cervical spine taken in 1953 which 
showed no abnormality at that time. Then films 
taken seven months after the discovery of the disc 
calcification showed pronounced resorption in this 
short period. We believe that the discovery of the 
calcified discs was an incidental finding in x-ray 
study following minor trauma and that the trauma 
and the calcification were not etiologically related. 
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It is very unlikely the calcification could have de- 
veloped in the three weeks between the injury and 
the x-ray examination. Perhaps disc calcification in 
childhood appears and then disappears without ob- 
vious clinical manifestation and is more common 
than the few reports in the literature would suggest. 


SUMMARY 


Calcification in two cervical discs were found in 
a seven-year-old boy following minor trauma but 
apparently were not related to the injury. The lesions 
caused no definite clinical manifestations. Seven 
months after they were first observed, the calcifica- 
tions were considerably diminished. 


An x-ray film taken when the patient was two and 
a half years of age for examination of a clavicular 
fracture showed no cervical calcification present 
then. 


University of California at Los Angeles Medical Center, Los Angeles 
24 (Hanafee). 
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Periodic Paralysis Associated with 
Hyperthyroidism 


MILTON G. CRANE, M.D., Los Angeles 


FORTY-ONE CASES of periodic paralysis associated 
with hyperthyroidism have been reported?®*° since 
Rosenfeld’s description in 1902.°° The periodic pa- 
ralysis associated with hyperthyroidism is quite 
similar to the familial type but each type has certain 
distinguishing characteristics. 

Several theories of the pathogenesis of periodic 
paralysis have been offered. Recent developments in 
the field of steroid chemistry have resulted in the 
isolation and identification of the naturally occur- 
ring mineralocorticoid called aldosterone. This hor- 
mone has been found by Conn® and others*:%:1?-17,24 
to cause a condition called primary aldosteronism 
which is characterized by spells of paralysis, poly- 
uria, polydipsia and hypertension. The laboratory 
findings in this condition are essentially hyper- 
natremia, hypopotassemia and metabolic alkalosis. 


Conn and associates’ recently reported that im- 
mediately preceding and during an attack of pa- 
ralysis there is an increase in the rate of aldosterone 
excretion, Somewhat conflicting information along 
this line was reported by Jones and associates.”° 


The following is a report of studies that were 
carried out in the case of a patient with periodic 
paralysis associated with hyperthyroidism. 


REPORT OF A CASE 


A 23-year-old Caucasian man was referred to 
the Communicable Diseases Unit of the Los Angeles 
County General Hospital in January, 1956, because 
of flaccid paralysis which had started in the lower 
extremities and progressed to involve the muscles 
of the upper extremities and trunk. It had begun 
only about three hours before admittance, when the 
patient on attempting to leave a theater found that 
he could barely walk even with aid. By the time he 
was admitted to the hospital the paralysis was so 
severe that the use of a tank respirator was con- 
sidered. The patient had had no previous attacks. 
At the time of admission, he denied any symptoms 
of nervousness or tremor. There was no family his- 
tory of paralysis. 

On physical examination the patient was observed 
to be normal appearing, well developed, well 
nourished and somewhat apprehensive. Flaccid 
paralysis of the lower extremities, the back and the 
left upper extremity were noted, and there was also 
slight weakness of the right upper extremity. The 
blood pressure was 158/50 mm. of mercury, the 
pulse rate was 120 and the rectal temperature 100.6° 
~~ From the Departments of Iaternal Medicine and Radiology, College 
of Medical Evangelists, Los Angeles, and the Respiratory and Re- 


habilitation Center for Poliomyelitis, Rancho Los Amigos Hospital, 
Downey. 
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F. Deep tendon reflexes were absent in the lower 
extremities and hypoactive in the upper extremities. 

The hemoglobin content was 14.5 gm. per 100 ce. 
of blood, Leukocytes numbered 9,800 per cu. mm. 
with the cell differential within normal range. Serum 
potassium was 2.1 mEq. per liter. The specific grav- 
ity of urine was 1.025, the pH was 7.5 and it 
contained no albumin. 

The muscle weakness progressed to involve the 
right arm and the chest muscles, The vital capacity 
dropped to about 75 per cent of normal. No abmor- 
malities were noted in the cerebrospinal fluid on 
two occasions. The patient received supplemental 
potassium and in 24 hours was able to move all 
extremities quite well. An electrocardiogram taken 
24 hours after the attack showed sinus tachycardia 
(rate 120) but was otherwise within normal limits. 
Over the following seven days the serum potassium 
ranged from 4.5 to 5.9 mEq. per liter and serum 
sodium values ranged from 150 to 157 mEq. per 
liter. There was no clinical evidence of hyperthyroid- 
ism on this admission other than the tachycardia. 
An attempt to precipitate an attack of paralysis by 
exercise, intravenous glucose and insulin was un- 
successful. 

Table 1 gives the results of further studies made 
during a period between attacks of paralysis. 

The patient was discharged with instructions to 
take 80 mEq. of supplemental potassium per day 
in divided doses. In spite of this dose of potassium 
the patient had a second attack of paralysis six 
weeks later. About the time of this attack, symptoms 
and laboratory data became consistent with hyper- 
thyroidism. Uptake of radioiodine in 24 hours was 
72 per cent and the protein bound iodine content 
was 13.1 micrograms per 100 cc. The result of a 
second radioiodine uptake test was 71 per cent in 
24 hours. A scintogram showed a slightly enlarged 
thyroid gland with diffuse distribution of the radio- 
active iodine. 

The next paralytic attack occurred in April 1956. 
At that time two consecutive 24-hour samples, start- 
ing six hours before the onset of paralysis, were 
obtained for assay of aldosterone content. On the 
day of attack the patient excreted 24 micrograms 
of aldosterone per day (normal | to 3 micrograms 
per day) and 25 micrograms of aldosterone on the 
day following the attack.* This attack occurred 
even though the patient was taking 160 mEq. of 
potassium daily. 

Two months later the patient had another severe 
attack. At this time serum potassium and serum 
sodium were 3.1 and 150 mEq. per liter, respectively. 
The patient showed no response to 2 mg. of Neo- 
stigmin® given intravenously, whereas oral potas- 
sium chloride checked the progression of the paraly- 
sis. Within four hours he was asymptomatic except 
for mild residual weakness. 

*Since a high potassium content has been found to increase the 
aldosterone excretion rate,” this patient was studied for this phenom- 
enon after correction of the hyperthyroidism. After the patient had 
been receiving 160 mEq. of potassium daily for one week, he was 


found to be excreting 5 and 6 micrograms of aldosterone per 24 
hours on successive days. 
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The patient was observed in three of his five 
severe attacks. A typical attack usually began be- 
tween 3 and 5 a.m. after a day of extra exertion 
and chilling. The patient would awake unable to 
move his lower extremities and with a feeling “as 
though a rod was being removed from his thighs 
and legs.” The normal strength of the muscles 
seemed to gradually disappear, the muscles of the 
thighs and legs being affected first and most se- 
verely. The weakness would then spread centrad 
to involve the abdomen, and in two instances it 
involved the upper extremities. All the attacks except 
the first were related to exertion and chilling. All 
were relieved with potassium. 


Propylthiouracil was given for two months pre- 
paratory to operation, and subtotal thyroidectomy 
was carried out. No spells of muscular weakness 
have occurred in the three years since the adminis- 
tration of propylthiouracil was started and the 
patient has remained euthyroid. 


METHODS 


The alveolar carbon dioxide determinations (Table 
1) were made continuously with an infrared CO, 
analyzer® as the arterial sample was obtained an- 
aerobically. The pH of this specimen was de- 
termined immediately in a blood electrode of a 
Beckman Model G pH meter. The stimulated saliva 
was obtained while the patient was chewing paraffin. 
Sodium and potassium concentrations were meas- 
ured by a Beckman Model DU flamephotometer. 
The urinary uropepsin determinations were made 
on a 2-hour timed specimen collected in the fasting 
state and analyzed as described by West.** Sodium- 
22 was used to measure the l-hour and 24-hour 
exchangeable sodium. The 1-hour sample was used 
as a measure of the extracellular sodium. Potassium- 
42 was used to measure the 24-hour exchangeable 
potassium. 


Initial Laboratory Work. The initial laboratory 
work showed that the patient had a hypopotassemia, 
a high urine specific gravity with an alkaline pH. 


Further Studies. The patient had no evidence of 
metabolic alkalosis. The salivary ratios of sodium 
to potassium were within normal limits. The uro- 
pepsin excretion rates were all normal, as were 
the extracellular, intracellular and 24-hour exchange- 
able sodium values and the exchangeable potassium. 
The 24-hour urinary creatine was increased. 


DISCUSSION 


Familial periodic paralysis and the periodic pa- 
ralysis associated with hyperthyroidism appear to 
be closely related. Both have similar clinical mani- 
festations and precipitating factors, and they are 
similar also in the changes in electrolyte metabolism 
associated with them. Periodic paralysis associated 
with hyperthyroidism differs in that there is no 
hereditary relationship. It is limited almost entirely 
to males** and correction of the hyperthyroidism re- 





TABLE 1.—Results of Laboratory Tests Carried Out Between 
Attacks of Periodic Paralysis 





Test Results Normals 
*Alveolar CO. (mm. Hg.).............. 35 35-45 
TIMI iano ccs cathodic 7.41 7.35- 7.45 
Unstimulated salivary Na/K 
DOr pee cael 0.59, 0.61,0.58  0.5- 1.5 
Stimulated salivary Na/K ratio.. 0.85, 0.85,0.65  0.8- 3.0 
Uropepsin excretion rate 
MRRUMIR AIOE cic cacot acs onsteinbnsccncee 12-19 15-40 
Extracellular sodium mEq........... 2590 
Intracellular sodium mEq........... 1100 
Exchangeable sodium (24-hr.) 
UN hs 3700 
Nae/wt. mEq. per kg................... 44.0 37.8-47.5 
Exchangeable potassium (24 hr.) 3435 39.8-62.3 
Ke/wt. mEq. per kg..................... 44.4 
24-hour urinary creatinine gm..... 1.90 1.23- 2.11 
24-hour urinary creatine gm....... 0.62 0.02- 0.34 


*Simultaneously obtained. 








sults in a cessation of the paralytic episodes.!1/18.31,37 
The defect remains, however, as evidenced by the 
fact that the paralytic episodes return with the return 
of hyperthyroidism."!:7° 


Shinosaki** was able to increase the severity and 
frequency of episodes of paralysis with thyroid 
hormone in six of seven patients with periodic 
paralysis. On the other hand, Wolf®® reported six 
cases of familial periodic paralysis in which the 
patients were not benefited by potassium but could 
be maintained free of attacks with thyroid hormone. 


At present, reports in the literature differ as to 
the effect of thyroid hormone on adrenal cortical 
function. In one study!® it was reported that the 
aldosterone excretion rate is normal in thyrotoxi- 
cosis. The author has observed that the aldosterone 
excretion rate may be three times normal in severe 
hyperthyroidism. 

Several studies of the electrolyte metabolism 
during an attack of periodic paralysis have been 
reported showing that for one to two days before 
and on the day of an attack there is a decrease in 
urine output of water, potassium, sodium and 
chloride.’°** The serum potassium and phosphorus 
are characteristically low during the attack of pa- 
ralysis.”1°33 As the serum potassium and _ phos- 
phorus return to normal the paralysis disappears. 


The exact reason for the drop in serum potassium 
in periodic paralysis has not been determined. Bi- 
opsy of specimens taken during an attack of paraly- 
sis have shown that the muscle potassium is slightly 
increased.’ According to Vastola*® there is a total 
gain of approximately 130 mEq. of potassium per 
kilogram of muscle solid, which in the average 
patient would be approximately a 1,300 mEq. in- 
crease in muscle cellular potassium. This figure must 
be high unless potassium transfers from some source 
besides the extracellular fluid. The rapid absorption 
of carbohydrates or the injection of insulin or of 
epinephrine will result in an increase of the utiliza- 
tion of carbohydrate in the tissues. Insulin and 
epinephrine also have a glycogenolytic activity on 
the liver, which would result in a loss of potassium 
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from the liver location. Conn reported that the 
sodium and potassium content of muscle in periodic 
paralysis are both increased above normal in terms 
of mEq. per kilogram of muscle and that there is a 
decrease in exchangeable potassium with an increase 
in the exchangeable sodium. In the case herein 
reported the exchangeable sodium and potassium 
were within normal limits for a period between 
two attacks. If the exchangeable potassium is low 
and the exchangeable sodium is high in periodic 
paralysis, this electrolyte shift may well have been 
produced by intermittently high aldosterone before 
the attack of paralysis. Further, if the muscle po- 
tassium is high and the exchangeable potassium is 
low, then other tissues than muscle must be deficient 
in potassium. Further studies would seem indicated. 


Patients with primary aldosteronism have been 
found to have-chronic total body deficit of potassium 
and chloride, a retention of sodium and a metabolic 
alkalosis as the most pronounced chemical changes. 
These patients have an increase in exchangeable 
sodium and a decrease in exchangeable potassium.? 
The increased aldosterone in these cases has its 
origin in adenomas of the adrenal cortex or in hy- 
perplasia of the adrenal cortex. Removal of the 
functioning adenoma or hyperplastic gland results 
in a cure of this condition. Periodic paralysis asso- 
ciated with hyperthyroidism may be distinguished 
from primary aldosteronism by the history, physical 
findings and the previously mentioned laboratory 
tests. 


Conn and associates’ reported that in addition to 
the electrolyte changes in periodic paralysis there 
is a decided increase in urinary aldosterone excre- 
tion rate for one to two days before the onset of the 
paralysis. About the time that the paralysis subsides 
(in a spontaneous attack) the aldosterone secretion 
rate is below normal. An increase in aldosterone 
secretion rate also occurred in the attacks induced 
by glucose and insulin. 

In the present case an attack could not be induced 
factitiously; hence a study of the electrolyte change 
could not be carried out. The situation which con- 
sistently seemed to precipitate an attack in the 
patient was a combination of strenuous physical 
exercise and chilling which occurred when he went 
surf-fishing. The aldosterone excretion rate the day 
of the attack and for 24 hours afterward was def- 
initely increased above the amount one would an- 
ticipate from the effect of potassium chloride in 
the diet. 

Clinical studies on the effect of the injection of 
aldosterone on electrolyte metabolism have been 
difficult because of the scarcity of the hormone. 
Reports in the literature?!®* so far seem to indicate 
that aldosterone causes retention of sodium, chlor- 
ide and water, with a variable effect on potassium. 
So far, not enough of the hormone has been given 
to produce an attack of paralysis. Dosage levels so 
far have been about 3,000 micrograms per day. If 
the aldosterone assay method now in use measures 
about 1 per cent of the total aldosterone output,”” 


VOL. 92, NO. 4 © APRIL 1960 


then patients with periodic paralysis may well be 
forming from 3,000 to 20,000 micrograms per day 
immediately preceding and during an attack. Since 
the electrolyte changes can be precipitated by the 
injection of carbohydrates, epinephrine or insulin'® 
in normal persons without causing paralysis, the 
development of a high aldosterone output just be- 
fore and during an attack in patients with periodic 
paralysis has considerable significance. 

The exact mechanism by which the excretion of 
aldosterone is controlled under normal conditions 
is still under investigation in several centers. Studies 
have shown that the level of the serum potassium?” 
and the extracellular volume*® have very important 
roles in the regulation of this steroid. From the 
reports of Newman, Redgate, and Farrell,?* it ap- 
pears that the main integrating center for the control 
of aldosterone secretion is in the midbrain, with 
the regulating hormone, glomerulotropin, present 
in the pineal gland. In the disease entity of periodic 
paralysis associated with hyperthyroidism, it would 
seem most likely that there is an inborn latent 
physiological defect in the adrenal cortex or in the 
midbrain regulating center which under the condi- 
tion of hyperthyroidism and stress results in an 
intermittently high secretion rate of aldosterone. 
The clinical manifestations could then be explained 
by the influence of aldosterone upon the mineral 
metabolism resulting in muscle paralysis. Other in- 
vestigators'® have suggested that an abnormally 
sensitive adrenal gland may be a factor in periodic 
paralysis. 

An alternate explanation for the high aldosterone 
levels in periodic paralysis would be a defect in the 
muscle tissue which causes hypopotassemia and 
fluid volume shift which results in a secondary rise 
in this hormone. Further studies would seem to be 
needed to establish whether or not larger doses of 
aldosterone can produce the clinical paralysis acutely 
without potassium diuresis, or whether aldosterone 
is increased secondarily to some electrolyte or vol- 
ume change. 


SUMMARY 


This is a case report of a patient with periodic 
paralysis associated with hyperthyroidism who had 
a remission of the paralysis after subtotal thyroidec- 
tomy. The patient was found to have none of the 
persistent electrolyte defects of primary aldosteron- 
ism between attacks of paralysis. The 24-hour ex- 
changeable sodium and potassium were both normal. 
He was found to have a high excretion rate of al- 
dosterone the day of and the day following an attack 
of paralysis associated with hypopotassemia. 


The College of Medical Evangelists, 1720 Brooklyn Avenue, Los 
Angeles 33. 
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Milestones 


ONE OF THE human and heartwarming aspects of 
the annual meeting of the California Medical Asso- 
ciation is the opportunity to express to selected mem- 
bers the appreciation of the entire Association for 
services rendered above and beyond the call of duty. 


Two such opportunities were presented this year, 
when Donald D. Lum and Francis J. Cox chose to 
retire from their active parts in the life of the C.M.A. 


Donald Lum retired from his service on the 
C.M.A. Council by the simple expedient of notify- 
ing his electors in his county society that he did not 
choose to serve an additional term on the Council. 
His action was reminiscent of the late Calvin Cool- 
idge’s crisp statement that he “did not choose” to 
stand for reelection to the presidency of the United 
States; reminiscent and equally effective. 


Doctor Lum served the Association for 13 years 
as a Councilor from Alameda-Contra Costa coun- 
ties, the final six years as Chairman of the Council. 
He was always ready to discommode himself in favor 
of Association. business and he was noted on the 
Council as a chairman who was simultaneously effi- 
cient, kindly and understanding. His policy at all 
times was to permit free and open debate on the sub- 
ject at hand, at the same time expediting the business 
of the Council and assuring equal opportunity to 
all participants on all subjects. This combination of 
talents is not always present in a presiding officer, 
especially in a body representing widespread geo- 
graphical and ideological areas. In Don Lum the 
Council found this rare person and proved its appre- 
ciation by continuing to elect him as Chairman for 
as long as he elected to serve. His voluntary retire- 
ment left a large and important post to be filled by 
others. His recognition before the House of Dele- 
gates was indeed a slight token of the esteem and 
admiration in which his fellows held him. 


To fill Doctor Lum’s post as Council Chairman the 
Councilors voted at their organization meeting to 
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elect Samuel R. Sherman of San Francisco, with 
Ralph Teall of Sacramento as Vice-Chairman. Doc- 
tor Sherman has served on the Council for the past 
six years and has been one of its most active mem- 
bers. In addition to his services on this deliberative 
body he has assumed a number of important assign- 
ments where his talents have benefited the C.M.A. 
immeasurably. One of the most important of these 
tasks has been as chairman of the Liaison Commit- 
tee to the State Department of Social Welfare, where 
he has represented the medical profession most 
capably and has been able to impress upon a large 
number of important lay administrators the im- 
portance of recognizing the skills of the profession 
in treating welfare patients and the need of coopera- 
tion in a huge state-federal program where such co- 
operation is vital for the good of the people. 


Sam Sherman brings to the chairmanship of the 
Council his vast store of experience in a large and 
active county medical society, where he served in 
many capacities and eventually as president. His 
dealings with public officials, labor leaders and other 
important groups have made history in his local soci- 
ety and the skills he has developed in the process are 
now made available on a statewide basis. 


In the case of Doctor Francis J. Cox, the C.M.A. 
has lost the services of one who can readily be 
likened to the strong, willing and intelligent wheel- 
horse of a bygone day. Frank has carried on for the 
past 12 years in the fields of medical economics and 
related topics. As Chairman of the Commission on 
Medical Services he has achieved nationwide acclaim 
as the father of the Relative Value Studies, a project 
which from a philosophical beginning has come to 
be accepted by medical societies, insurance carriers, 
government agencies and others as a standard of 
nomenclature, a clear-cut analysis of medical pro- 
cedures and a basis for all physicians in evaluating 
their own individual fee systems. In addition, he has 
labored long and with loving care in the field of 
bringing medical and surgical fees for industrial 


289 








cases up to a position more nearly approximating 
parity with modern practice. From the ultra-de- 
pressed state of industrial practice of ten years ago, 
industrial medicine has, mainly through Frank Cox’s 
efforts, progressed to a position of increased im- 
portance and recognition. The ovation given Doctor 
Cox in the House of Delegates speaks more elo- 
quently than thousands of words of the esteem and 
love of his colleagues. 


It is often said that in any large professional or- 
ganization only a small percentage of members take 
an active part. Of that small percentage, only a few 
really achieve the real heights of service. In the cases 
of Don Lum and Frank Cox, the California Medical 
Association has found two of these few. For them, 
it must be gratifying to go out of office with the acco- 
lades of their fellow physicians providing a well- 
deserved triumphal recessional. 


Public Relations 


PROBABLY the most important decision of the 1960 
House of Delegates of the California Medical Asso- 
ciation was the adoption of a program of accelerated 
public relations and approval of an increase in dues 
to finance it. 

Widespread interest in the subject was evident 
in the fact that the overall proposal was placed be- 
fore each of three reference committees, one review- 
ing it in the form of a report, another in the matter 
of financing and the third in response to a resolution 





calling for implementation of the proposals already 
made and circulated in advance to the members of 
the House. 

In brief, the proposed program calls for the rec- 
ognition of individual human rights and the im- 
portance of providing, through physician-patient 
contacts, for the realization of these rights by the 
hundreds of thousands of people who visit physi- 
cians’ offices each day. In short, “what is good for 
the public is good for the medical profession.” 

While this concept is a far cry from Madison 
Avenue techniques it was made obvious by the House 
of Delegates’ approval that physicians are ready 
and willing to assume their individual roles in spon- 
soring the rights of their patients as individuals. 


In adopting the augmented PR program the House 
of Delegates also voted the funds to carry the finan- 
cial load—in this instance an increase of ten dollars 
in the annual dues of each active member. While the 
unit cost is not high, the aggregate will provide a 
sum of money which will be entrusted to the review 
and coordinating committees envisaged as a part of 
the program. 


This program again pushes the California Medical 
Association into the national limelight, again pro- 
vides the opportunity for leadership which the Asso- 
ciation has never shirked. As the starting point in a 
program which must of necessity continue, the pro- 
posed public relations plan offers the chance of align- 
ing medicine with the public in furtherance of the 
best—and identical—interests of both groups. 


Letters to the Editor... 


This letter, written to a physician associated 
with a Hearing and Speech Center, is printed 
here for the light it may cast into an area that 
ought to be better known to practitioners of 
many orders of medicine. 


WouLpn’T IT BE STRANGE, indeed, to hear today that 
a woman who was slightly, and perhaps, neurotically 
anxious about a lump in her breast was told repeat- 
edly by her doctor to “wait and see” what develops 
—not to worry because the breast didn’t “look” can- 
cerous; and, besides, there wasn’t much to do about 
it if it was cancer? 

Why is it, then, that I, and thousands of other 
women today, still receive much the same advice in 
another field of medicine where knowledge available 
to all doctors sharply and equally contradicts it? 
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Actually, I—and my daughter, whose trouble it was 
—were “lucky.” I’m an “overanxious” mother, and 
my persistency did result in an early diagnosis; I did 
find out just how much could be done if it were dis- 
covered and treated early; and I’ve been relieved of 
a tremendous burden of later suffering by coming 
to know and accept early what can be done to save 
a normal life for my child. 


Will you feel it’s an anticlimax if I go on to say 
that my daughter’s trouble was deafness? Or can 
you possibly share with me the feeling which paral- 
lels the tragedy of a needless death from cancer with 
the tragedy of a needless life of isolation and mute- 
ness which “untreated” deafness can mean? 


I know, now, how difficult it can be to spot even 
a severely deaf infant in a doctor’s office. But will 
you laugh at me if I admit that I used to think that 
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one of the things the pediatrician learned by exam- 
ining the ears of my newborn was whether her hear- 
ing was normal? So it was easy, a few months later, 
to accept the advice to “wait and see” when I raised 
some doubts about her hearing. I was told she did 
not “seem” deaf, and also that she couldn’t be, be- 
cause her cry and laugh and babbling were quite 
normal. Not until a year had passed was I finally 
referred to an ear, nose, throat specialist. 


Our testing at home had had completely contra- 
dictory results, but here we received a very tentative 
confirmation of our suspicions. Still, we thought she 
was only a “little hard-of-hearing.” Deafness had 
barely entered my thoughts, much less been ac- 
cepted there with its partner of muteness which was 
my sole knowledge of the subject. 


From the ENT doctor we first learned that there 
were such things as hearing tests for young children 
—something which few mothers of deaf children 
seem to learn from their pediatricians. But here, 
again, we were told to “wait and see”; that tests 
weren't reliable and it wouldn’t make any difference 
if we waited. Here, my overanxiety stepped in again, 
and I persisted in asking for referral to the medically 
supervised Hearing and Speech Center of my com- 
munity. 

This was the referral which meant the difference 
between future hope and despair, though here, 
against all appearances, the diagnosis was carefully 
made — profound deafness. It took another six 
months before we could really accept our child’s 
deafness and begin to work with it in the ways the 
Hearing Center showed us; and it was another six 
months before she got a hearing aid. 


Our daughter is three years old now; a few months 
ago, she learned to “hear” the doorbell and answer 
it for me; a minute ago, when she ran outside, I 
yelled after her to close the door, and she did; yes- 
terday, we played our little game of “who do I 
love?” and she told me, speaking her own name. 
Very small tokens of normality these are, indeed; 
there is a lifetime of work ahead for her and us on 


the road to language and speech—but my daughter 
will never be mute, and we are learning to conquer 
the frustrations which would isolate her. 


For we lost only two years or so of that crucial 
first five years when the human body is primed to 
develop understanding and speech. Our near neigh- 
bors who have a deaf youngster lost three and a half 
years by their “healthy” acceptance of their doctor’s 
advice not to worry about the child’s failure to talk 
—each child has his own pace, after all. A mother 
whom I met last month lost four of those years be- 
cause the doctor substituted a tentative diagnosis of 
mental deficiency for referral to the nearest audio- 
logical center. 


I wish these mothers were the uncommon ones, 
who simply had incompetent doctors; but, with few 
exceptions, they are not; their experiences, and 
mine, are those of almost every mother of a deaf 
youngster with whom I’ve talked or heard about. 


The exceptions happened to see doctors who knew 
that audiologists can now test hearing from the age 
of five months with reasonable accuracy as far as 
deafness goes. They happened to see ENT men who 
knew that a very young deaf child makes far better 
use of a hearing aid than a child who does not begin 
to use one until the school years, They saw pedia- 
tricians who realized that the parents’ early accept- 
ance and understanding of deafness permits a far 
more normal personality development for the child 
than is possible when the early years have slipped 
by without effective communication. 


When the next mother mentions some small doubt 
about her young child’s hearing to you, couldn’t you 
please refer her for a hearing test with the same edu- 
cational persuasion with which you would refer her 
for a lung x-ray or a biopsy for cancer? She'll prob- 
ably never be properly grateful if the report is “nor- 
mal hearing”; but she will always be so if she has 
thus learned early that her child is deaf. 

Sincerely yours, 


Justine Rosperts 
152 Sycamore Avenue, Mill Valley, Calif. 





VOL. 92, NO. 4 * APRIL 1960 


291 











MEDICAL ASSOCIATION 


The California Medical Association 
Delegation to the A.M.A. 


Tue American Medical Association establishes its 
policies through a House of Delegates in exactly the 
same manner as this same body operates in the Cali- 
fornia Medical Association. 

Each of the 53 component state or territorial asso- 
ciations in the A.M.A. is allowed one delegate (and 
one alternate) for each 1,000 active dues-paying 
members or fraction thereof. Representation for any 
calendar year is based upon a membership count 
made by the A.M.A. on December 31 of the preced- 
ing year. 

On this basis, California now has 17 delegates and 
a like number of alternates to the A.M.A. This is the 
largest number from any one state in the A.M.A. 
House of Delegates, equalled only by New York. 

In 1959 the A.M.A. House of Delegates numbered 
210 members, this total comprising 185 delegates 
from component associations, 20 from the scientific 
sections (one each) and five from the Armed Forces 
of the United States. Of the 20 scientific section dele- 
gates last year, three were California physicians. 

The California delegation at each A.M.A. meeting 
consists of all delegates and alternates from Califor- 
nia, together with delegates and alternates from the 
scientific sections who are from California, who are 
invited to participate with the elected members. 

The delegates and alternates from California are 
elected for two-year terms at the Annual Sessions of 
the C.M.A. They are elected as representatives of the 
C.M.A. and not as members of any particular spe- 
cialty or residents of any particular area or section 
of the state, nor as members of any particular county 
medical society. By custom over a period of years, 
delegates have been chosen from various areas of the 
state, so that today all geographical regions of Cali- 
fornia are represented in the California delegation. 

Delegates are usually selected by the C.M.A. from 
among those members with considerable experience 
and participation in C.M.A. affairs. This background 
gives them a familiarity with California conditions 
and beliefs and permits them to serve effectively at 
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the national level and to give California proper rep- 
resentation. 

Alternate delegates to the A.M.A. are selected by 
the same process. There is no requirement that the 
alternate be from the same area as his delegate; to- 
day there are several offices where the delegate and 
his alternate are from different locations. 

By action of the Council, approved by the House 
of Delegates, the alternate delegates to the A.M.A. 
are sent to each A.M.A. meeting at the state asso- 
ciation’s expense. This permits the alternates to study 
the procedures and methods used in the A.M.A., to 
become acquainted with the delegates and alternates 
from other states and to gain the knowledge which 
would permit them to step in as a seated delegate in 
the event of the absence of the delegate himself. The 
know-how gained by this experience has been amply 
demonstrated over the years when such situations 
arose. 

Because of this procedure, the C.M.A. House of 
Delegates in recent years has followed the practice 
of electing as delegates members from the alternate 
delegate group who have been indoctrinated and edu- 
cated in A.M.A. methods. Experience has shown that 
several years of experience are needed to provide an 
adequate groundwork for the delegates, experience 
which the alternates have gained through their ear- 
lier participation in A.M.A. meetings. ; 

At A.M.A. meetings the California delegation 
caucuses on the day preceding the opening session, 


PAUL D. FOSTER, M.D. . . President 
WARREN L, BOSTICK, M.D. . President-Elect 
JAMES C. DOYLE, M.D. . Speaker 


IVAN C. HERON, M.D... . Vice-Speaker 
SAMUEL R. SHERMAN, M.D. . Chairman of the Council 
RALPH C. TEALL, M.D. . Vice-Chairman of the Council 
MATTHEW N. HOSMER, M.D. . Secretary 
DWIGHT L. WILBUR, M.D. Editor 
HOWARD HASSARD . Executive Director 
JOHN HUNTON Executive Secretary 
General Office, 693 Sutter Street, San Francisco 2 © PRospect 6-9400 
ED CLANCY . Director of Public Relations 
Southern California Office: 
2975 Wilshire Boulevard, Los Angeles 5 ® DUnkirk 5-2341 
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elects its own officers and reviews all subjects and 
candidates expected to come before the House of 
Delegates for action or election. A unit rule is not 
used; each delegate is a free agent. Ordinarily there 
is almost complete unanimity of opinion in the dele- 
gation, both as to business and to candidates for 
office, but there is no stigma attached to minority 
opinions or independent actions by individual mem- 
bers. 

All delegates and alternates are given assigned 
duties during the A.M.A. sessions and are expected 
to carry out their assignments and report on them to 
the entire delegation. 


By following these procedures over a period of 
years, the California delegation has become known 
in the A.M.A. as a most highly effective and re- 
spected group. By choosing qualified candidates in 
the first place, by providing for the education of the 
alternate delegates, by advancing the alternates to 
delegates when vacancies occur and by operating on 
a business basis during the A.M.A. sessions, the 
California delegation has attained its present stature 
in the A.M.A. The most eloquent recognition of this 
position is that many other state delegations have 
followed California’s lead in the effective choice of 
representatives, in the education of them and in or- 
ganization of their efforts. 


SAMUEL R. SHERMAN, M.D. 
Chairman of the Council 





The "Fiery Trial" of Private Practice 


Report of the Commission on 

Medical Services 

Mr. SPEAKER, AND MEMBERS OF THE 
House oF DELEGATES: 


We are just beginning a decade that many 
economists believe promises prosperity and un- 
paralleled economic development. This decade may 
well prove the most eventful in the history of private 
medicine, and one in which events will decide 
whether the practice of medicine will survive as we 
have known it, or collapse. 


Already we are approaching a crossroads at 
which decisions must be made that will affect us all. 
There is every indication that forces and pressures 
outside medicine will soon accept or reject the vol- 
untary approach to meeting the costs of medical 
care and the methods by which that care is de- 
livered or received. 

Social evolution and changing economic condi- 
tions are clearly reflected in all walks of life. The 
growth pattern of the attitude of the public regard- 
ing medical care can best be shown by a historical 
résumé of both national and state actions. 
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Congress first entered the field of health care in 
1798 when the United States Marine Hospital Serv- 
ice was started. By 1929 expenditure of public 
money for medical care, excluding funds for medi- 
cal facilities, amounted to $414 million. In 1958 
it was $4.9 billion. To these amounts add the pri- 
vate expenditures for this purpose: in 1929, $3 
billion; in 1958, $16.7 billion. A total of nearly $22 
billion is now being spent annually on health and 
medical care—about one-fourth of this total. by 
federal, state and local government units. 

The degree of change and the relative emphasis 
upon the problems of medical care have varied di- 
rectly with the intensity of social and economic 


' ferment. 


As we enter this period of acclerated change, it is 
well to recall that the present urgent and immediate 
probems of medical care are not new. 

On previous occasions, this House of Delegates 
has faced issues similar in magnitude to those we 
are discussing at this Annual Session. Today we 
are facing the issue of government medical care as 
a social benefit—Forand-type legislation, for ex- 
ample. However, even before World War I there 
was agitation for—and opposition to—compulsory 
or voluntary systems of medical care insurance. 

The main events and development of issues in 
the past 42 years are best emphasized by dividing 
the time into three periods: 1910-1920; 1921-1933; 
and 1933 to the present. 


1910 TO 1920 


In the first period of sporadic thought about 
medical care programs, plans reached the legislative 
stage in several states, but no bills of this order 
were passed except those setting up workmen’s com- 
pensation. (In California, a Workmen’s Compensa- 
tion Act was passed in 1912.) 


1921 TO 1933 


The second period was a quiet one devoted to 
the study of basic facts only superficially compre- 
hended in the first period. It was during this period 
that the famous “Committee on the Cost of Medical 
Care,” with Doctor Ray Lyman Wilbur of Califor- 
nia as its chairman, was established. This commit- 
tee released a total of 28 reports on health matters 
between 1928 and 1932. The final report of that 
group, and the reactions to it, form the base for the 
third period of the compulsory versus voluntary 
medical care insurance movement. 


1933 ON 


The third period has been characterized by ac- 
tions on a much broader base of support and oppo- 
sition and a profoundly different social, political 
and economic setting. 
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National Activities 


On the national scene, events moved rapidly. 
In 1933 federal regulations were adopted defin- 
ing the policies and procedures under which medi- 
cal care might be given to persons receiving 
unemployment relief. 

1934 ...The President established a “Committee 
on Economic Security” to study the effects of ill 
health and other misfortunes. 

1935 ...The Social Security Act was passed. 


1936 ...The first compulsory health insurance 
bill was introduced in Congress, and the first “Na- 
tional Health Survey” was completed. 

1937 ... The second compulsory health insurance 
bill was introduced. 


1938 ...The President called a “National Health 
Conference” following receipt of the report of his 
“Interdepartmental Committee to Coordinate Health 
and Welfare.” The third special session of the 
A.M.A. House of Delegates was called to establish 
clearly the attitude of organized medicine on the 
proposed Federal Government program. 

1939-1947 ...A total of seven bills were intro- 
duced in Congress, nearly one each year, calling 
for compulsory health insurance programs. 

1948...Another National Health Conference 
and again a recommendation for a compulsory 
health insurance system—this time by Oscar Ewing, 
Federal Social Security Administrator. 

1949 ...Bills in Congress on medical care be- 
came so numerous that keeping track of them was 
almost impossible. 

1951...The establishment of the President’s 
Commission on Health Needs of the Nation. (It re- 
ported in 1953.) 

1956 ... Congress provided medical care for mili- 
tary dependents—Medicare. 

1957... Congress amended the Social Security 
Act to provide medical care for public assistance 
recipients. 


I am sure you are familiar with events of the past 
two years. 

The third period of the medical care insurance 
movement in the United States is by no means over. 


Activities in California 

While these events were taking place on the na- 
tional scene, what about California and the Cali- 
fornia Medical Association? What events, and what 
actions by this House of Delegates, have led us to 
our present position as we enter the 1960s? 


1910 TO 1920, THE FIRST PERIOD 


In California, the C.M.A. refused to participate 
in the development of our Workmen’s Compensa- 


294 





tion Law passed in 1912. Today we negotiate the 
fee schedule—piecemeal—with a politically ap- 
pointed body. 

In 1917, our State Legislature received a report 
of its Social Insurance Commission which recom- 
mended compulsory health insurance; but a con- 


stitutional amendment designed to implement it in 
1918 was defeated. 


1921 TO 1933, THE SECOND PERIOD 


1929 ... Two meetings of the Council of the Cali- 
fornia Medical Association were devoted to consid- 
ering plans for a medical care program. 

1930 ...The Graves Report to the Council of the 
California Medical Association, recommending a 
program for persons earning $2,500 or less. 


1933 ON, THE THIRD PERIOD 


1933 ...The State Legislature appointed a com- 
mittee to report at the next regular session on the 
advisability of a Health Insurance Act. At its an- 
nual meeting that same year, the C.M.A. House of 
Delegates instructed the Council to parallel the 
work of the Legislature’s committee. 


1934...The Council reported to the House of 
Delegates that it favored a voluntary service type 
plan, rather than a compulsory one, for the people 
of California and recommended continuation of 
its study. The reference committee reviewing the 
Council report said: 


“We agree with the Council that legislative estab- 
lishment of health insurance in California would be 
undesirable at this time from the standpoint of the 
public and the profession, but we earnestly believe 
that if such legislation appears inevitable to satisfy 
the economic demand of the times, the C.M.A. 
should be prepared to cooperate in molding this 
legislation in such a manner as to preserve as nearly 
as may be the standards of scientific service of 
professional relations which are of such vital im- 
portance to the community. We cannot, however, 
refrain from endorsement of the fundamental prin- 
ciple contained in the report of the Council. We 
believe that perhaps the most effective means of 
avoiding ill-advised legislative establishment of 
health insurance is to offer to the community a 
solution of the problem on our own initiative. We 
believe that there are two definite lines of activity 
in which this Association should now engage. One, 
offer the community a solution of the problem in 
the form of a voluntary payment plan set up by this 
Association. Two, as recommended by the Council, 
adequately prepare to cooperate with preparation 
of legislation, if such becomes inevitable, establish- 
ing a compulsory payment plan. We believe it is 
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feasible to set up a voluntary plan to be operated 
by this Association that would later fit into a com- 
pulsory payment plan which may be established by 
legislative enactment.” 


At that same session, the House of Delegates also 
established a special “Committee of Five,” instruct- 
ing it to conduct a survey of the problem as it ap- 
plies to California and to formulate a plan for the 
administration of health insurance and to prepare a 
bill for suitable legislation which would be avail- 
able for presentation in the 1935 session of the 
State Legislature. The “California Medical-Econ- 
omic Survey” had its inceptions in those actions of 


the House of Delegates in May, 1934. 


1935 ...On March 2 and 3, the first special ses- 
sion of this House of Delegates was called to con- 
sider the preliminary report of the “Committee of 
Five.” This report contained two phases: 


1. Establishment of a voluntary service plan by 
the Association rather than approve the establish- 
ment of compulsory health insurance. 


2. Following instruction of the 1934 House of 
Delegates, to prepare a draft of a bill for compul- 
sory health insurance. 


By: a vote of 63 to 48, this House of Delegates 
rejected the recommendation to establish a volun- 
tary service plan and adopted a resolution approv- 
ing cooperation with the legislature and the pro- 
posed compulsory health insurance bill. 


A special committee called the “Committee of 
Six” was established and authorized by this House 
of Delegates to draft a form of compulsory health 
insurance act to be submitted to the California 
Legislature which was in session that year. This 
was done and the proposed law was presented to 
the Legislature of 1935 as Senate Bill 454 and its 
companion Assembly Bill, 1097. But neither bill 
was passed, 


1938... Democrat Culbert L. Olsen was elected 
Governor along with a strong democratic legisla- 
ture. Because he was known to favor compulsory 
health insurance, and in light of pending federal 
legislation and the attitudes of the Farm Bureau, 
organized labor and others, the Council called the 
second special session of this House of Delegates 
on December 17 and 18. At that meeting, this House 
voted 101 to 4 to authorize the creation of Califor- 
nia Physicians’ Service, the first statewide plan of 
its type, with an income ceiling of $3,000. In so 
doing, this House completely reversed the position 
it had taken less than two years previously. It 
recognized a need which had to be met and took 
positive steps to meet it. 


1939... At the January 14 Council meeting, the 
final phases of the newly created health plan were 
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completed and the name California Physicians’ 
Service was formally adopted. 

Governor Olsen introduced his compulsory health 
insurance measure which, after a long debate in the 
Assembly was defeated, by a 2 to 1 vote. The forma- 
tion of C.P.S. had already had its first effects on 
state and national legislation. 

C.P.S. was legally established on February 2, 
1939 by the C.M.A. as a nonprofit corporation fall- 
ing under the jurisdiction of Section 593A of the 
California Civil Code. Doctor Ray Lyman Wilbur 
was elected its first president, and a loan of $15,000 
was provided by the C.M.A. to cover initial expen- 
ses. Thus, for the first time in the nation’s history, 
a statewide, medically-sponsored, voluntary, non- 
profit, prepaid health plan had been organized by 
the medical profession to meet a great social need. 
By December 31 of that year, (1939) C.P.S. had 
a subscriber membership of 5,742 people and a 
participating physician membership of 5,000. The 
C.M.A. membership at that time was 6,401. At the 
close of 1959 there were 781,281 subscribers, 14,300 
participating physicians, and a C.M.A. membership 
of 16,511. 

1941-1942 ... Measures similar to that of Gov- 
ernor Olsen were introduced in the 1941 and 1942 
sessions of the Legislature, but died in committee 
without a hearing. 


1942... Permanente Health Plan was started. 


1944....On December 13, Governor Earl War- 
ren, meeting with the C.M.A. Council, stated his 
intention to introduce a compulsory health insur- 
ance measure in the 1945 legislature and requested 
the C.M.A. to inform him as to the type of plan 
the Association would approve. On December 29, 
he announced his intent in the press. The third 
special session of the C.M.A. House of Delegates 
was held January 4-7, 1945. 

At that meeting, this House of Delegates reem- 
phasized its belief in the voluntary service plan and 
rejected Governor Warren’s proposal. The fight 
was on, and with only a handful of organizations 
supporting the California Medical Association in its 
opposition, Warren’s proposal and that of the CIO 
were defeated—but this time by a margin of one 
vote (39-38) in the Assembly. 

1946 ...This House of Delegates received the 
Chandler Committee Report, recommending that 
C.P.S. pay all physicians the same fee, that osteo- 
pathic physicians be paid, and that strong support 
be given to C.P.S. This House approved those 
recommendations. 

1947 ... Governor Warren reintroduced his health 
insurance bill and again it was defeated. 

1949...Governor Warren again reintroduced 
his health insurance bill, and it was defeated again. 
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The C.P.S. income ceiling was raised from $3,000 
to $3,600. C.P.S. had proven its political value. 

1951...C.P.S. paid, for the first time, 100 per 
cent of its fee schedule. 

This House of Delegates established the C.P.S. 
Study Committee and raised the income ceiling to 
$4,200. 

By this time, four and a half million people in 
California were covered by some form of voluntary 
health insurance (821,975 under C.P.S.). The state’s 
population at the time was nearly 11 million. 

1952...The C.P.S. Study Committee presented 
its report to the House of Delegates and recom- 
mended an “average fee plan.” A report by Ernest 
Dichter, Ph.D., who had done a study of the struc- 
ture, function and effect of C.P.S., and a survey of 
C.P.S. by Woif-Cochran and Linder were presented. 

The terms “personal physician,” “Robin Hood 
concept of fees” and “biological blackmail” came 
into being. 

This House of Delegates formed the Commission 
on Medical Services “whose function shall be to 
study, keep records upon and recommend action 
to the C.M.A. and its correspondent bodies on all 
types of prepaid medical care, including C.P.S., 
insurance company plans, Industrial Accident Com- 
mission schedules, Union Labor plans, compulsory 
governmental and nongovernmental plans.” 

The House “Committee of Eight” reported on its 
efforts to develop a better fee schedule for C.P.S. 
That report was rejected, as the “Fry Committee” 
report of the previous year had been. 

1953... At the Interim Session of this House of 
Delegates on December 2 and 3, 1953, the Com- 
mission on Medical Services recommended the adop- 
tion of the “Usual Fee Indemnity Plan,” and re- 
ported on its efforts to work out adjustments in the 
C.P.S. fee schedule. In its report at that time the 
Commission said: “Throughout these discussions, 
the Commission has steadfastly maintained that 
determination of relative values of fee schedule 
items is a prerogative of doctors alone, which they 
must jealously guard.” 

The Council approved the establishment of a sub- 
committee on Principles of Fee Schedules (later 
changed to Committee on Fees) to formulate prin- 
ciples for establishing fee schedules. 


1954...This House of Delegates authorized the 
C.P.S. $6,000 income ceiling on a county option 
basis. 

The First Relative Value Study was begun by the 
Committee on Fees. 

1956 ... By this time approximately 30 per cent 
of the total United States medical expenditures was 
being financed by government, local, state or na- 
tional. 
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Medicare was under consideration in Congress, 
and the C.M.A. Council created the Committee on 
Government Financed Medical Care. 

The Relative Value Study was published. 


1957 ... Medicare and Public Assistance Medical 
Care programs were put into effect. 

A revised edition of the Relative Value Study 
was published. 

1958 ...The House of Delegates ordered revision 
and updating of the Relative Value Study. And also 
in that year: 


¢ Total public and private spending on health and 
medical care was nearly 25 billion dollars. 


¢ Forand Bill introduced in Congress. 


e C.P.S. C Schedule, for $7,200 income ceiling, was 
developed at request of the county societies. 

¢ There were 14,639,000 people in California, 
16,000 members of C.M.A., 780,000 people cov- 
ered by C.P.S., and 14,300 participating C.P.S. 
physicians. 

¢ 123 million Americans were protected against 
expenses of hospital care; more than 111 million 
against surgical expense; over 75 million against 
regular medical expense and more than 17 mil- 
lion had major medical expense insurance. 


1959 ... The California legislative auditor froze 
all fees paid by the state at a factor of 4 for the 
unit value of the Relative Value Study. 


County societies approved letting C.M.A. officials 
use regional data from the 1958 Relative Value 
Survey in dealing with state government. 


The Federal Employees Benefit Act was passed by 
Congress. 

An Assembly interim committee began a study of 
the cost of hospitalization and medical care. 

1960 ...Governor Brown established a “Com- 
mittee on Medical and Health Needs of California” 
which is to submit a report by November. 


The question of extension of medical care as a 
benefit of Social Security is to be resolved in the 
Congress. 

Since 1940, private health insurance plans have 
developed rapidly as alternatives to governmental 
programs. Giving impetus to this growth was the 
war-time wage stabilization program and its en- 
couragement of medical care programs as a fringe 
benefit. The continuing postwar emphasis on health 
and welfare plans, coupled with management’s in- 
creasing concern for human relations in industry, 
has brought about the marriage of medical care and 
industrial relations with a result that today the 
union-administered health and welfare plans repre- 
sent a force of equal magnitude to that of govern- 
ment, 
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Nearly three-fifths of the 123 million people who 
now have some kind of prepaid health insurance 
have it as a part of an employee benefit plan that 
is paid for in full or in part by their employers, 
who are now contributing about a billion dollars a 
year. 

In the dynamic social structure of our society, 
the new public attitudes toward medical care stem 
partly from the growing health-consciousness of 
the American people, partly from their increasing 
familiarity with medical potential, and partly be- 
cause more people today are directly experiencing 
the benefits of the scientific revolution in medicine 
than ever before. These attitudes also stem from 
more education, higher incomes and greater mass 
purchasing power and are reflected in the fact that 
an increasing number of people appear to have 
adopted the view that adequate medical care is as 
much implicit in the right to life, liberty and the 
pursuit of happiness as is public education. 


The medical profession and the public today both 
face the question: How can the principles of pre- 
payment of medical costs be maintained and how 
can the funds made available thereby be best dis- 





Bacon, Epison Pierce. Died February 18, 1960, aged 52. 
Graduate of University of Southern California School of 
Medicine, Los Angeles, 1940. Licensed in California in 1940. 
Doctor Bacon was a member of the Los Angeles County Med- 
ical Association. 


+ 


Fiesr, MarsHALt J. Died in Bakersfield, March 1, 1960, 
aged 43, of injuries received in a train wreck. Graduate of 
Stanford University School of Medicine, Stanford-San Fran- 
cisco, 1944, Licensed in California in 1944. Doctor Fiese was 
a member of the Fresno County Medical Society. 


+ 


GaARDENIER, WILLIAM H. Died in South San Gabriel, Febru- 
ary 22, 1960, aged 49, of heart disease. Graduate of Stanford 
University School of Medicine, Stanford-San Francisco, 1935. 
Licensed in California in 1935. Doctor Gardenier was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Goopman, EpuraiM Frank. Died in Downey, February 10, 
1960, aged 54, of heart disease. Graduate of University of 
Illinois College of Medicine, Chicago, 1933. Licensed in Cali- 
fornia in 1942. Doctor Goodman was a member of the Los 
Angeles County Medical Association. 


+ 


Herrick, Frank Leste. Died November 12, 1959, aged 71. 
Graduate of Oakland College of Medicine and Surgery, Calli- 
fornia, 1912. Licensed in California in 1912. Doctor Herrick 
was a member of the Alameda-Contra Costa Medical Asso- 
ciation. 
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In Memoriam 


tributed or used to insure the maximum benefits to 
the majority of the public. Physicians must decide 
once and for all where they fit into this picture— 
particularly in view of the fact that physicians do 
not control the national economy and the total nym- 
ber of physicians in this country constitutes only 
one-tenth of 1 per cent of the voting population. 

If the medical profession fails to meet its obliga- 
tions, forces outside of medicine will regulate medi- 
cal practice and its cost. 

I would like to conclude this historical résumé by 
quoting from the utterances of one of this nation’s 
great men in a time of crisis. Addressing the Con- 
gress in the gloomy autumn of 1862, Abraham 
Lincoln began: “Fellow citizens, we cannot escape 
history. We of this Congress and this Administra- 
tion will be remembered in spite of ourselves. No 
personal significance or insignificance can spare 
one or another of us. The fiery trial through which 
we pass will light us down, in honor or dishonor, 
to the last generation.” 


Respectfully submitted, 
Francis J. Cox, M.D., Chairman 


Commission on Medical Services 





KonicMAcHer, ApAM H. Died November 20, 1959, aged 
69. Graduate of Creighton University School of Medicine, 
Omaha, Nebraska, 1913. Licensed in California in 1920. Doc- 
tor Konigmacher was a retired member of the Fresno County 
Medical Society and the California Medical Association, and 
an associate member of the American Medical Association. 


+ 


Laton, Georce Peavy. Died February 10, 1960, aged 75. 
Graduate of Dartmouth Medical School, Hanover, New 
Hampshire, 1909. Licensed in California in 1918. Doctor 
Laton was a life member of the Los Angeles County Medical 
Association. 


+ 


Secat, Rosert. Died in Mar Vista, February 20, 1960, 
aged 49. Graduate of Tulane University School of Medicine, 
New Orleans, Louisiana, 1933. Licensed in California in 
1935. Doctor Segal was a member of the Los Angeles County 
Medical Association. 


+ 


Siwers, Ricuarp C. Died in Redwood City, February 7, 
1960, aged 49. Graduate of Northwestern University Medical 
School, Chicago, Illinois, 1943. Licensed in California in 
1945. Doctor Siders was a member of the San Mateo County 


Medical Society. 
% 


SuMNER, WILLIAM ArTELL. Died in San Francisco, Febru- 
ary 17, 1960, aged 59. Graduate of Stanford University 
School of Medicine, Stanford-San Francisco, 1930. Licensed 
in California in 1930. Doctor Sumner was a member of the 
San Francisco Medical Society. 
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10th ANNIVERSARY 





REGIONAL POSTGRADUATE INSTITUTE 


SAN JOAQUIN VALLEY COUNTIES 


Presented by Committee on Postgraduate Activities of the California Medical Asso- 
ciation, in cooperation with Fresno, Madera, Kings, Tulare, Kern, Merced-Mariposa, 
Inyo-Mono and Stanislaus County Medical Societies and the University of Southern 
California School of Medicine, Phil R. Manning, M.D., Associate Dean, Postgraduate 


Division. 


tlbaiihavee Ptotel, ‘Yosemite SC Park 
April 28 and 29, 1960 


PROGRAM 


THURSDAY, APRIL 28 


Morning Meetings 
9:00-9:20—Mechanism of Action of Tranquilizers— 
Peter V. Lee, M.D. 


9:20-9:40—The Clinical Indications and Practical Use 
of Tranquilizers—Seymour Pollack, M.D. 


9:40-10:00—Questions and Answers. 


10:00-10:20—Surgery vs. Radiation in the Treatment of 
Carcinoma of the Cervix—Charles F. Langmade, 
MLD. 


10:20-10:40—Fibromyomata—George A. Macer, M.D. 

10:40-11:00—Questions and Answers. 

11:00-11:30—Toxemia of Pregnancy—George A. Macer, 
M.D. 


11:30-12:00—Habitual Abortion—Charles F. Langmade, 
M.D. 


12:00-12:20—Questions and Answers. 
ELECTIVE WORKSHOPS 
10:00-12:00—Water and Electrolyte Balance—Telfer B. 
Reynolds, M.D. 


10:00-12:00—Electrocardiographic Interpretation: Ar- 
rythmias—Phil R. Manning, M.D. 


Afternoon Meetings 


2:00-2:30--Intestinal Malabsorptive Syndromes — Ber- 
nard J. Haverback, M.D. 


2:30-3 :00—Ulcerative Colitis—Bernard J. Haverback, M.D., 
3:00-3:20—Questions and Answers. 


3:30-5:00—Panel: Workshop in Problems of Jaundice 
—Telfer B. Reynolds, M.D., Leonard Rosoff, M.D., 
Donald W. Petit, M.D. 


7:00-8:00—“*No Host” Cocktail Party. 
8:00—Dinner-Dance. 





FRIDAY, APRIL 29 
Morning Meetings 


9:00-9:20—Psychic Energizers: Mechanism of Action— 
Peter V. Lee, M.D. 


9:20-9:40—The Clinical Indications and Value of the 
Psychic Energizers—Seymour Pollack, M.D. 


9:40-10:00—Untoward Effects of Some of the New 
Drugs—Peter V. Lee, M.D. 


10:00-10:20—Questions and Answers. 
10:20-10:40—Stress Incontinence—George A. Macer, M.D. 


10:40-11:00—Problems in Pediatric 
Charles F. Langmade, M.D. 


11:00-11:20—Questions and Answers. 


11:20-11:50—A Practical Approach to Diagnosis of 
Adrenal Cortical Function—Donald W. Petit, M.D. 


— Enlarged Thyroid—Donald W. Petit, 


Gynecology — 


12:20-12:30—Questions and Answers. 


ELECTIVE WORKSHOPS 


10:00-12:00—Workshops in Problems of Jaundice— 
Telfer B. Reynolds, M.D. 


10:00-12:00—Electrocardiographic Interpretations: 
Chest Pain and Hypertrophy—Phil R. Manning, 
M.D. 
Afternoon Meetings 
2:00-2:30—Panel: Peptic Uleer—Medical. 


2:30-3:00—Panel: Peptic Uleer—Surgical. 
Bernard J. Haverback, M.D., and Leonard Rosoff, M.D. 


3:00-3:20—Questions and Answers. 


3:30-5:00—Workshop in 
Petit, M.D. 


Hypertension—Donald_ W. 





HOST: Fresno County Medical Society .. . REGIONAL CHAIRMAN: Campbell H. Covington, M.D., 2057 High 


Street, Selma, California . . 


. INSTITUTE FEE: $15.00. For additional information, contact Postgraduate Activities 


office, California Medical Association, 2975 Wilshire Boulevard, Los Angeles 5. All California Medical Associa- 
tion members and their families are cordially invited to attend. 
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Council Meeting Minutes 


Minutes of the 456th Meeting of the Council, Los 
Angeles, Ambassador Hotel, February 19 to 24, 
1960. 


The meeting was called to order by Chairman 
Lum in the Regency Room of the Ambassador Hotel, 
Los Angeles, on Friday, February 19, 1960, at 7:30 
p.m. Subsequent meetings, following recesses, were 
held each day from Saturday, February 20, through 
Wednesday, February 24, 1960. 


Roll Call: 


Present were President Revnolds, President-Elect 
Foster, Speaker Doyle, Vice-Speaker Heron, Secre- 
tary Hosmer, Editor Wilbur and Councilors Mac- 
Laggan, Wheeler, Todd, Quinn, O’Neill, Kirchner, 
O’Connor, Shaw, Gifford, Harrington, Davis, Sher- 
man, Campbell, Lum, Bostick and Teall. 


A quorum present and acting. 


Present by invitation were Messrs. Hunton, 
Thomas, Clancy, Collins, Marvin and Whelan, Dr. 
Batchelder and Miss Regina Chadwick of C.M.A. 
staff; Messrs. Hassard and Huber of legal counsel; 
Messrs, Read, Salisbury and Fraser of the Public 
Health League; county society executives Scheuber, 
Jensen, Geisert, Somerville, Pettis, Field, Bannister, 
Brayer, Pearce, Donmyer, Nute, Burris, Neick, 
Thompson, Wood and Donovan; Doctors John Keye 
of the State Department of Social Welfare and Rob- 
ert E. Wyers of the State Department of Mental 
Hygiene; Dr. Malcolm Merrill, State Director of 
Public Health, and Doctors A. J. Murietta Jr., Dan 
O. Kilroy, John Schaupp, Thomas Elmendorf, James 
Yant, Francis E. West, Joseph Telford, Elmer E. 
Wadsworth, Clark Abbott, R. Stanley Kneeshaw and 
others. A number of guests attended portions of 
some sessions of the meeting. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 455th meeting of the Council, held January 9, 
1960, were approved. 


2. Membership: 


(a) A report of membership as of February 15, 
1960, was presented and ordered filed. 


(b) On motion duly made and seconded, two 
delinquent members whose dues had been received 
were voted reinstatement. 

(c) On motion duly made and seconded in each 
instance, 29 applicants were voted retired member- 
ship. These were: Warren B. Allen, Margaret G. 
Zeff, Alameda-Contra Costa County; Fred Balyeat, 
Hans V. Briesen, Kenneth S. Davis, John O. Eiler, 
Alan Edward Gage, Carolyn A. Grey, Edward Wm. 
Hayes, Frank W. Hodgdon, William E. Hunter, 
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Robert H. Kennicott, Sydney V. Kibby, William F. 
McCool, Anton H. Nerad, Lola L. Pedlow, Nevin H. 
Rupp, Floyd Thurber, James D. Van Buskirk, 
Fessenden O. Westfall, Los Angeles County; Allen 
K. McGrath, Napa County; Lloyd A. Burrows, 
Orange County; Charles C. Briner, Placer-Nevada- 
Sierra County; J. L. Lipe, San Diego County; How- 
ard C. Naffziger, Martin J. Seid, San Francisco 
County; M. R. King, Solano County; Elizabeth L. 
Maximova, Sonoma County; Frank Kohn, Tulare 
County. 

(d) On motion duly made and seconded in each 
instance, ten applicants were voted Associate Mem- 
bership. These were: Michael L. Matte, Robert 
Mazet, Jr., Robert E. Tranquada, Los Angeles 
County; Samuel J. Ravitch, Vaughan A. Shaw, 
Napa County; Frank Cline, Jr., Christopher Leggo, 
Irene K. Mugford, Suzanne Snively, Sacramento 
County; Elmer M. Bingham, San Diego County. 

(e) On motion duly made and seconded in each 
instance, 17 members were granted reductions of 
dues because of prolonged illness or postgraduate 
study. 


3. Financial: 


(a) A proposed budget for the fiscal year to start 
July 1, 1960, was presented and discussed. This 
item had been considered at the January meeting 
and action deferred prior to submitting the budget 
to the House of Delegates. On motion duly made and 
seconded, the budget as presented was approved for 
submission to the House of Delegates; dues for the 
calendar year 1961 were approved at $70 per active 
member. 

(b) Reports on current cash balances, on income 
and expenditures for the seven months ended Janu- 


- ary 31, 1960, and on balance sheets for the Asso- 


ciation and its allied organizations were presented 
and ordered filed. 

(c) Chairman Lum announced that Pacific Mag- 
netic Tape Equipment Co., wholly owned by the 
Association, had paid a second dividend of $900 
to the Association. 

(d) Consideration was given to two requests re- 
ceived from Student A.M.A. chapters in the state. 
One suggested that four representatives of a chapter 
be sent at C.M.A. expense to the national Student 
A.M.A. meeting; the second requested funds to 
establish a hospitality headquarters at the 1960 
annual meeting of the organization at a cost of about 
$1,300. On recommendation of the Finance Com- 
mittee and on motion duly made and seconded, it 
was voted to deny both requests. 


4. House of Delegates Business: 


(a) A resolution prepared by the Committee on 
Mental Health, relating to the availability of records 
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in cases of voluntary commitment, was discussed ; 
the committee recommended opposition to proposed 
legislation which would make such records public 
property. On motion duly made and seconded, it 
was voted that the Council introduce a resolution 
in the House of Delegates asking such opposition. 


(This was resolution No. 69, which was approved 
by the House of Delegates.) 


(b) A By-Law amendment prepared by the Sec- 
tion on Public Health was presented. This would 
call for a change in name for the section and Coun- 
cil sponsorship was sought. On motion duly made 
and seconded, it was voted to refer this proposal 
to the Committee on Scientific Work. 


5. Television Program: 


Dr. John Schaupp of the San Francisco Medical 
Society outlined a series of television programs 
sponsored by the society, eight further showings to 
be made. He asked that the Association allow the use 
of its name as approving the program, without cost. 
On motion duly made and seconded, it was voted 
to approve this request. 


6. Physician-Hospital Relationships: 


On motion duly made and seconded, the Council 
affirmed its approval of a set of guiding principles 
for physician-hospital relationships. 


7. Report of the President: 


President Reynolds reported on a conference on 
problems of the aging, sponsored by the American 
Medical Association and held in San Francisco on 
January 20 and 21, 1960. 


8. Social Welfare Medical Programs: 


(a) Dr. Sherman gave a progress report for the 
Liaison Committee with the State Department of 


Social Welfare. 


(b) A letter from Dr. Russell Ferguson, public 
health director from Santa Cruz County, was pre- 
sented, showing that a grant of $115,000 had been 
received by his department to study a program to 
provide certain hospital, surgical and dental services 
for old-age security recipients. He asked that a phy- 
sician be named as a member of a consultant group 
and that staff assistance be provided. On motion 
duly made and seconded, it was voted to name a 
member of the Liaison Committee to the State 
Department of Social Welfare as a consultant and 
to authorize staff assistance. 

(c) Mr. Richard Lyon of California Physicians’ 
Service filed a progress report on the work of his 
staff in assisting county medical societies in their 
programs for the aged. 
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9. Commission on Community Health Services: 


(a) Dr. MacLaggan presented a report of the 
Joint Council for the Aged on the subject of nursing 
homes. On motion duly made and seconded, this 
report was approved. 


(b) Dr. MacLaggan also presented a report on 
the evaluation of school physical education pro- 
grams. On motion duly made and seconded, this 
report was approved. 


10. Commission on Public Policy: 


(a) Committee on Public Relations: Dr. Kilroy 
presented copies of a pamphlet designed to augment 
opposition to legislative proposals such as the H.R. 
4700 measure now before the U. S. Congress. Copies 
are to be distributed widely. 

(b) Dr. Kilroy reported that an interim com- 
mittee of the State Senate was investigating the 
merchandising of hearing aids and suggested co- 
operation with this committee. On motion duly 
made and seconded, it was voted to cooperate with 
this committee and to assist it in securing testimony 
from qualified otologists. 


11. Commission on Medical Services: 


(a) Dr. Cox presented for Council consideration 
a report of the Committee on Foundations. No ac- 
tion taken. 


(b) Dr. Cox also reported on meetings held with 
representatives of the Health Insurance Council on 
development of a single claims form to be used by 
all. The HIC representatives reported progress on 
development of such a form, which will be pre- 
sented to the Commission for approval. 

(c) Dr. Cox also presented a supplementary re- 
port of the Commission covering a digest of history 
of socio-economic developments over a long period 
of years. This report has been presented to the 
House of Delegates. 


12. Commission and Committee Appointments: 


Dr. Bostick presented a list of proposed appoint- 
ments to commissions and committees. On motion 
duly made and seconded, this list, as amended, was 
approved for presentation to the House of Delegates. 


13. Commission on Professional Welfare: 


Dr. Kirchner reported that a pamphlet prepared 
to encourage tetanus immunization had reached a 
circulation of more than 1,000,000 copies. 


14. Committee on Scientific Work: 


(a) Dr. Daniels reported on a meeting held with 
officials of pharmaceutical producers on the subject 
of postgraduate courses for physicians. Further con- 
ferences are to be held. 
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(b) Dr. Wilbur gave a progress report for the 
ad hoc committee to study C.M.A. programs in con- 
tinuing education and scientific activities. 


15. State Department of Public Health: 


(a) Dr. Bostick presented a proposed letter to 
the State Department of Public Health on the treat- 
ment of rabies. On motion duly made and seconded, 
this letter was approved to be sent for limited distri- 
bution through health department channels. 

(b) Dr. Malcolm Merrill introduced Dr. Harold 
Erickson, newly appointed deputy director of the 
department, and gave a progress report on influ- 
enza, air pollution and animal experimental re- 
search. 


6. Uniform Claims Forms: 


Dr. Joseph Telford reported further on discus- 
sions held with Health Insurance Council repre- 
sentatives on the development of uniform claims 
forms. (See item 11(b) above.) He suggested that 
the Health Insurance Council be allowed to run a 
pilot study in selected counties for the balance of 
the year. On motion duly made and seconded, this 
proposal was approved. 


17. Committee on Insurance: 


Dr. Homer Pheasant reported that the under- 
writers of the group disability insurance program 
had proposed making available additional coverage 
to double the benefits already provided under this 
policy, On motion duly made and seconded, it was 
voted to present this proposal to the Medical Execu- 
tives Conference before giving it further considera- 
tion. 


18. Heart Center: 


Dr. MacLaggan presented a proposal that ap- 
proval be given to the establishment of a heart center 
in Sharp Hospital, San Diego. On motion duly 
made and seconded, it was voted to refer this pro- 
posal to the Commission on Public Agencies. 


19. Death of Doctor William Gardenier: 


On motion duly made and seconded, it was voted 
to express to the family of Dr. William Gardenier. 
associate medical director of California Physicians’ 
Service, the sympathy of the Council on his death 
the day previous. 


20. Honor to Former Councilor: 


A certificate of appreciation was presented to 
Dr. Robert O. Pearman in recognition of his services 
as a Councilor during the years 1953 to 1959. 


21. Dates for 1961 Annual Session: 


On motion duly made and seconded, it was voted 
to establish the dates for the 1961 Annual Session 
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in accordance with action to be taken by the House 
of Delegates on resolutions offered on this subject. 
(Set for 1961 in Los Angeles, April 30 to May 3.) 


22. Resolutions for Council Introduction: 


Dr. Campbell expressed dissatisfaction with re- 
quests placed before the Council to introduce reso- 
lutions into the House of Delegates in behalf of 
sections or other organizations. On motion duly 
made and seconded, it was voted to direct the staff 
to consider this problem and suggest techniques 
for handling such requests. 


23. Farewells by Retiring Councilors: 


Drs. Lum and Harrington, both retiring as mem- 
bers of the Council, expressed their regrets at 
leaving the Council and the remaining Councilors 
gave both a standing ovation and expressions of 
great appreciation for their valuable services. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned on Wednesday, Febru- 
ary 24, 1960, at 9:00 a.m. 

Donatp D. Lum, M.D., Chairman 
MatrtHew N. Hosmer, M.D., Secretary 


7 ? 7 


457th Meeting 


Minutes of the 457th Meeting of the Council, Los 
Angeles, Ambassador Hotel, February 24, 1960. 


The meeting was called to order by vice-chairman 
Sherman in the Frenchette Room of the Ambassador 
Hotel, Los Angeles, on Wednesday, February 24, 
1960, at 6:45 p.m. 


Roll Call: 


Present were President Foster. President-Elect 
Bostick, Secretary Hosmer, Editor Wilbur and Coun- 
cilors MacLaggan, Wheeler, Todd, Quinn, O’Neill, 
Kirchner, O’Connor, Shaw, Rogers, Gifford, Murray, 
Davis, Miller, Sherman, Campbell, Morrison and 


Teall. 
A quorum present and acting. 


Present by invitation were Messrs. Hunton, 
Thomas, Clancy, Marvin, Whelan and Collins of 
C.M.A. staff; Messrs. Hassard and Huber of legal 


counsel, and others. 


1. Introduction of New Members: 


The chairman introduced President-Elect Bostick 
and new members of the Council, including Wilbur 
G. Rogers of Glendale, John F. Murray of Fresno, 
Albert G. Miller of San Mateo and John G. Morri- 
son of San Leandro. 
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2. Election of Officers: 


(a) On nomination duly made and seconded, 
Samuel R. Sherman was elected Chairman. 


(b) On nomination duly made *and seconded, 
Ralph C, Teall was elected Vice-Chairman. 


3. Administrative Appointments: 


On motion duly made and seconded in each in- 
stance, the following appointments were voted: 
Matthew N. Hosmer 
Dwight L. Wilbur 
John Hunton 
Peart, Baraty & Hassard 


Executive Secretary 
Legal Counsel 


4. Appointment of Councilor: 


On motion duly made and seconded, Dr. Carl E. 
Anderson of Santa Rosa was appointed a member 
of the Council to succeed Dr. Warren L. Bostick 
until the next meeting of the House of Delegates. 


5. Committee Appointments: 


On motion duly made and seconded, in each in- 
stance, the following one-year appointments to 
special committees were voted: 


Finance Committee — Heron, chairman; Teall, 
Davis, Foster, Gifford. 

C.P.S. Board of Trustees—Heron, Shaw, Davis. 

Advertising Committee—Robertson Ward, W. 


Dayton Clark, Allan T. Hinman, Eugene S. Hopp, 
Ralph W. Weilerstein. 


Advisory Committee to Auxiliary—Sherman and 


Todd, to serve with President, President-Elect and 
Secretary. 

Liaison Committee with Hospital Association— 
MacLaggan, chairman; E. E. Wadsworth, Bert 
Halter. 

Ad Hoc Committee on Continuing Education and 
Scientific Activities—All members reappointed— 
Dwight L. Wilbur, chairman; Donald A. Charnock, 
Werner F. Hoyt, William P. Longmire, Jr., Clayton 
G. Loosli, G. E. Norwood, Lowell A. Rantz, John 
B. deC. M. Saunders, Joseph W. Telford. 

Joint Council to Improve Health Care of the Aged 
—Angus C. McDonald and Pierre Salmon, reap- 
pointed for two-year terms, expiring 1962. 

Audio-Digest Foundation—Gordon Beckner, Wil- 
liam D. Evans, Paul D. Foster, Ivan C. Heron, Don- 
ald D, Lum, Robert L. Marsh, Omer W. Wheeler, 
Thomas H. Brem, Paul D. Foster, Mr. K. L. Ham- 
man, Mr. Claron Oakley. 

Bureau of Research and Planning—Lyle Craig 
and Werner F. Hoyt reappointed for five-year terms 
expiring 1965, 

Committee on Committees, Liaison Committee 
with State Bar, Advisory Committee to California 
Medical Assistants Association—Action deferred to 
next Council meeting. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 7:15 p.m. 

SAMUEL R. SHERMAN, M.D., Chairman 

MatrtHew N. Hosmer, M.D., Secretary 
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PUBLIC HEALIM REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, State Department of Public Health 





A study of medical and health care provided to 
Old Age Security recipients in a California county 
is one of two local study projects approved by the 
State Health Department. 

Purposes of the project are to analyze medical, 
social and economic characteristics of these persons 
and to measure the utilization, cost and resources of 
payment for medical and health services provided 
to these individuals. 


The second project is concerned with a study of 
the problem of providing continuous nursing care 
between hospital and home, as the patient moves 
from home to hospital and again to his own home. 
It seems clear that maximum benefit is obtained 
for the patient when there is definite provision for 
the nursing care in the home following a hospital 
stay, and it is also clear that proper care in the 
home often permits shortening of hospital stay. 

The problems of providing such continuous care, 
properly coordinated to the best medical advantage, 
is one which will be studied by an actual demonstra- 
tion in a California community. 


?t 7 ? 


A new and simplified test which may weed out 
many suspected false positive reactions to tests for 
syphilis was demonstrated recently to personnel 
from 30 local health departments in a workshop 
sponsored by the Microbiology Laboratory. They 
were instructed in the technical performance and 
the clinical usefulness of the Reiter protein comple- 
ment fixation test, with the hope it can supplant the 
expensive Treponemal immobilization test, which is 
the standard reference test. 

The test is still in the advanced experimental 
stage and needs final evaluation as to sensitivity and 
specificity. 

7 v ? 

For more than three years, the Department has 
been providing limited consultation services relative 
to problems of hospital infections. During these 
years 90 of the 465 Class I general hospitals in 
California have used this service. 

To determine if compulsory reporting procedures 
would enhance control measures, the California 
Conference of Local Health Officers requested the 
department to conduct a pilot study. The department 
has selected seven hospitals from over 20 that vol- 
unteered to participate in the six-month study. The 
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hospitals selected include both large and small, and 
private and public hospitals, to a total of 1,200 beds. 

Reporting will be requested for all hospital in- 
fections, including those caused by Gram-positive 
and Gram-negative organisms. Within the limits of 
staff time available, epidemiologic assistance in the 
investigation of hospital outbreaks of infection will 
be provided by the Bureau of Acute Communicable 
Diseases. As an additional aid, limited determinative 
bacteriologic and phage typing of Staphylococci 
may be done by the Division of Laboratories, 


7 ? ? 


Influenza in California has been on the decline 
since mid-February. However, the number of deaths 
reported by the eight cities in the surveillance sys- 
tem continues to be greater than the expected num- 
ber based upon previous experience. 

While not all these eight cities have shown the 
dramatically sharp increase which Los Angeles ex- 
perienced, they all have reported more deaths during 
the first nine weeks of this year than during the 
comparable period in 1959. 

Berkeley and San Francisco reported small in- 
creases, while Long Beach, Los Angeles, Oakland, 
Pasadena, Sacramento and San Diego reported be- 
tween two and five times as many deaths this year 
as during the like period last year. 

The nine-week total of deaths in these eight cities 
numbered 734, as compared with 277 and 398, re- 
spectively, for the comparable periods in 1959 and 
1958. 

An analysis is currently underway of all deaths 
due to pneumonia ard flu which have occurred in 
California during January. However, since there is 
a lag between date of death and the availability of 
death certificates for such a study, the results are 
not ready at this time. 

Because the recent wave of influenza apparently 
had its greatest impact, as to both illness and death, 
in the Los Angeles area, some provisional mortality 
data have been obtained through the cooperation 
of the Los Angeles city and county health depart- 
ments. 

Of the 345 deaths due to pneumonia and influenza 
recorded in the city during the first six weeks of 
this year, 264 were attributed to pneumonia and 81 
to influenza. The deaths were about evenly divided 
between the sexes. More than one-half of the deaths 
were in persons over 70 years of age. 
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INFORMATION 


The Doctor in the Middle 


Where Does the Physician Stand—in Law and in the Patient's 
Eyes—When He and the Patient's Insurance Company Disagree on 
Whether a Fee Is "Reasonable or Customary?" 


The following letter, written by legal counsel for the California Medical Association 
in reply to a specific inquiry made by the medical insurance committee of a 
county medical society, bears upon a point of general interest to physicians. 


. . . . YOU inquire whether, under major medical 
insurance policies, the patient remains liable for any 
unpaid balance of the fee remaining after the insur- 
ance carrier has paid its contractual liability. 

I believe that an adequate answer to your question 
requires a review of the legal basis on which physi- 
cians’ fees are erected, as well as the legal rights and 
duties of insurance carriers under various types of 
health insurance contract. Please bear with me. 

1. Physician and patient—fees: 

As between physician and patient and absent any 
other factor or person, the law applicable to fees is 
as follows: 

(a) Express contract: Either in advance of serv- 
ices or thereafter a physician and patient may enter 
into an express contract (oral or written) fixing the 
physician’s fee, and such a contract is legally en- 
forceable unless it was entered into by the patient 
under duress, coercion, misrepresentation or other 
circumstances amounting to fraud. Such a contract 
need not be in writing, although if it is oral there 
is always the possibility of subsequent dispute as to 
its terms. 

(b) Absence of express contract: If an express 
contract has not been entered into, then the law 
implies a promise on the part of the patient to pay 
a “reasonable fee.” The law defines the term “rea- 
sonable” or “reasonable value” as being the result 
reached after giving effect to four factors, viz. cus- 
tomary charges in the community for similar serv- 
ices, the time and attention involved, the professional 
standing and skill of the physician and, finally, the 
ability of the patient to pay. In the event there is a 
dispute between physician and patient and a suit for 
fees is instituted, the foregoing are the legal factors 
that the court will take into account in reaching a 
decision. 

(c) Special circumstances: There are situations 
in which a physician’s fee is fixed by law or third 
party contract. A physician undertaking an indus- 
trial case at the instance of an employer or em- 
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ployer’s insurance carrier is legally bound to arrange 
a fee with the employer or insurer. A physician may 
expressly contract to accept a given fee, as in the 
instance of C.P.S. physician membership. The pa- 
tient may have a benefit that is only available to the 
patient if the physician accepts such benefit as full 
payment, as in the case of Medicare. These are all 
special circumstances. 


2. Insurance against physicians’ fees: 

(a) The ordinary health insurance contract is 
one in which the insurance carrier agrees with the 
insured (patient) to pay fixed amounts (e.g. appen- 
dectomy, $150) in the event the insured incurs 
expense for covered services. This is a contract 
exclusively between the insurer and the insured; 
unless the physician gives his express consent, the 
indemnity payment does not govern his fee. 


(b) Major medical insurance: Commencing about 
five years ago, insurance carriers began to issue 
contracts not specifying specific indemnities but 
instead containing a clause under which the in- 
surer agrees to pay all or a percentage (e.g. 80 per 
cent) of “the reasonable and customary” fee for the 
service rendered. This so-called open-end or “com- 
prehensive type” of contract requires the insurance 
carrier to make a decision in each claim as to what 
is “reasonable and customary.” 


It was this type of contract that was the subject 
of Insurance Commissioner McConnell’s letter that 
was published by the Los Angeles County Medical 
Association Bulletin* and which you attached to 
your letter. Mr. McConnell points out that since the 
insurance carrier has agreed only to a pay a “reason- 
able and customary” fee, the carrier is not bound 
by any express contract that may be entered into 
between the patient (insured) and the physician. 
This is unquestionably on the theory that the ex- 
press contract may not coincide with that which is 
“reasonable and customary.” By the same token, 


*December 3, 1959, page 15. 
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the physician is not bound by the insurance carrier’s 
decision of what is “reasonable and customary,” 
because the physician is not a party to the contract 
between the insurer and the insured (patient). If a 
physician has made an express contract (absent 
fraud or other legal impairment) such express con- 
tract is still valid and enforceable, regardless of the 
existence of a major medical type insurance policy. 
The real problem arises when there is a difference 
of opinion between the insurance carrier and the 
physician as to what is “reasonable and customary.” 
While under the law this is the proper test for the 
physician to use (absent an express contract), and 
under the insurance contract is the proper test for 
the insurance carrier to use, it is quite possible and 
often happens that the two do not agree on the con- 
clusion. This impasse on occasion causes the middle 
party, viz. the patient, to be completely confused, 
as he receives conflicting opinions from two sources, 
with both of whom he does have a contract. 
Legally, both the insurance carrier and the physi- 


Deductibility of Traveling 
Expenses 


PHYSICIANS TopDAy are frequently importuned to sign 
up for “tours” or “postgraduate courses” in foreign 
lands under the suggestion or statement that the 
expenses of the trip are an allowable tax deduction. 
While other professional and business men are simi- 
larly lured by the promoters of such trips, the physi- 
cian is a prime target because (1) he usually plans 
a more leisurely vacation than many, (2) he is con- 
stantly interested in advancing his scientific knowl- 
edge and (3) he can generally afford the cost of 
overseas or distant travel. 

While this type of promotion has been going on, 
the Internal Revenue Service has been tightening 
up its restrictions and its requirements to qualify 
expenses of this type of travel for tax-deduction 
purposes. This is one of the many areas of “tax loop- 
holes” which the IRS is seeking to plug. Unfor- 
tunately, some physicians have learned this the hard 
way. 

Section 162 of the Internal Revenue Code of 1954 
makes express provision for the deductibility of 
certain expense items which are classed as “ordinary 
and necessary expenses paid or incurred during the 
taxable year in carrying on any trade or business.” 
Such expenses include “traveling expenses (includ- 
ing the entire amount spent for meals and lodging) 
while away from home in the pursuit of a trade or 
business.” 

Please note that the expense must be ordinary, 
that it must be reasonable, that it must be necessary, 
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cian have the right to set forth that which they 
consider to be “reasonable and customary,” and the 
patient (insured), if he disagrees, then has the right 
to cause the issue to go to court, where the tests that 
I outlined above would be applied. This procedure 
is obviously untenable for the continuing good rela- 
tions of both the insurance industry and Medicine, 
but under the contract terms used in major medical 
contracts it is an inevitable situation. 

Legally, as stated, the physician is not bound by 
the insurance carrier’s decision as to what is reason- 
able and customary. Practically, physicians fre- 
quently find themselves in a defensive position with 
their patients, because the insurance carrier decided 
on an amount less than that charged by the phy- 
sician. 

I believe it is essential that some solution be found 
to the problems created by two entirely different 
persons making an independent decision on the 
same point. I hope that your committee may be able 
to assist in this solution. 


that it must be incurred away from home and that 
it must be in pursuit of business. Unless a physician’s 
travel expenses meet all these requirements, they are 
not legally tax-deductible. 

“Away from home” in this section of the law 
means away from your normal place of business, the 
word “place” embracing the general area where 
your business is transacted. “Overnight” means that 
the extent of the business must be great enough to 
require the taxpayer to be forced to seek sleep in an- 
other area as a relief from duty. 

We are speaking here of travel expenses, not the 
ordinary expenses of carrying on a medical practice, 
such as maintaining an automobile. The latter is, of 
course, a deductible business expense. 

“Pursuit of business” means that the taxpayer 
must prove that his travel expenses are directly con- 
nected with, incident to and proximately resulting 
from his business or profession. Further, he must 
prove that such expenses were necessary or appropri- 
ate to the development or pursuit of his business. 
Even though such expenses may be claimed as de- 
ductibles, they will not be allowed if the real pur- 
pose of the trip appears to be for personal pleasure 
or vacation purposes. 

This aspect of the tests for deductibility is likely 
to plague physicians who travel to another continent, 
attend medical meetings or lectures while overseas 
and engage in sight-seeing or other personal pursuits 
during the course of the same visit. The IRS investi- 
gators will want to know how much time the entire 
trip occupied, how much of that time was spent in 
bona fide professional pursuits and how much in 
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personal pleasures. If the weight tends toward the 
personal, the agent may disallow the entire deduction 
claimed, on the ground that the trip was primarily 
for personal pleasure. If there seems a reasonable 
amount of time spent on professional pursuits which 
meet the basic tests outlined above, the agent may 
allow a portion of the deductions claimed. There is 
no set rule on this point. 

Where a wife travels with the physician, her ex- 
penses are not deductible unless real proof can be 
shown that her presence was necessary and served a 
bona fide business purpose. The fact that the wife 
made or typed notes or performed other incidental 
services is ordinarily inadequate proof for tax de- 
ductions. 

The cost of such items as laundry, valet service, 
business entertainment and taxi fares to reach eating 
places other than the place of residence in a city on 
your itinerary may not be deducted. 

Typical tours promoted among physicians include 
the “30-day trip to Europe with medical meetings 
scheduled in London, Paris, Rome and Bonn.” Even 


Blood Alcohol Test 


Legal Effect of Participation 


HOWARD HASSARD, San Francisco 
Peart, Baraty & Hassard 
General Counsel, California Medical Association 


THE SCoPE of this opinion is limited to the possible 
liability of a physician performing a blood alcohol 
test upon a person, assuming that the physician is 
not charged with negligence. 


Assault and battery and false imprisonment would 
be the theory of legal liability upon which a phy- 
sician or surgeon would be held to respond in dam- 
ages for performing a blood alcohol test. 


FALSE IMPRISONMENT 


False imprisonment is the unlawful violation of 
the personal liberty of another in which an essential 
element is the restraint of the person. . 

“All that is necessary is that the individual be restrained 
of his liberty without any sufficient complaint or authority 
therefor, which may be accomplished by words or acts which 
the individual is afraid to disregard. Mere temporary deten- 


tion is sufficient, and the use of actual physical force is not 
necessary.” 22 Cal. Jur. 2d 38. 


ASSAULT AND BATTERY 


An assault is defined in law as any unlawful offer 
or attempt to injure another with apparent present 
ability to effectuate the attempt under circumstances 
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or where certain unanticipated conditions arise call- 
ing for immediate action and making it impracti- 





though medical meetings may take place in such 
cities on an itinerary, the primary purpose of the trip 
may be ruled a vacation and all expenses disallowed. 
Another form of such trips has been the “floating 
seminar” where passenger ships are used as mobile 
classrooms while traveling to and from distant 
points. Such trips are usual in the winter months, 
when overseas travel is at a low ebb and ships are 
available. 

No concise statement on this subject can cover the 
many angles which may be presented. It is our hope 
here to set out only the basic tests which Internal 
Revenue Service may use in evaluating travel ex- 
penses which are claimed as tax deductions. Where 
a physician is contemplating such travel, he will do 
well to apply these tests fairly in advance to deter- 
mine whether or not his expenses will really be 
allowed as deductions. He will also do well to docu- 
ment his deduction claims with dated receipts show- 
ing the nature and necessity of the expense—and, 
finally, to expect that the Internal Revenue Service 
will go over his deduction claims extremely carefully. 





creating a fear of imminent peril. A battery is de- 
fined in law as the willful touching of the person of 
another and has been said to be the consummation 
of the assault, 6 C. J. S. 796. However, consent to or 
participation in the acts causing the injury by the 
injured party are a defense to an action for assault 
and battery. 

It has been said: “A medical or dental surgeon 
who performs an operation without the consent of 
his patient is guilty of a battery.” 4 UCLA L R 627. 

Clearly, then, absent a legal consent, the with- 
drawal of blood for a blood alcohol test would con- 
stitute an assault and battery. 


EXPRESS CONSENT 






When a patient knowingly consents to a procedure 
no liability will attach absent negligence in the per- 
formance of a procedure. The law is stated in 86 


CJS 930 as follows: 


“Where a person has voluntarily manifested a definite 
assent to conduct which would be violative of his rights in 
the absence of consent, such conduct, in view of the assent, 
infringes no right and constitutes no tort. In order to sustain 
this defense, however, there must be a true assent, and a 
claimed assent which is not voluntary, or which is given by 
one incapable of assenting, is insufficient.” 


IMPLIED CONSENT 


In certain situations where an emergency arises 
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cable to first obtain an express consent, the law will 
imply a consent. 

In Preston v. Hubbell (1948) ,87 CA 2d 53, the de- 
fendant was engaged to remove an impacted wisdom 
tooth under anesthesia. During the operation a frac- 
ture of the jaw occurred. While plaintiff was still 
anesthetized, defendant repaired the fracture. One 
of the issues raised was that the fracture was re- 
paired without the plaintiff's express consent. The 
court held: 


“When defendant was employed to extract the tooth, there 
was no discussion of other services that might be required 
and, since plaintiff was unconscious while the jaw was being 
repaired, she did not give express consent to that operation. 
The question is whether plaintiff's employment of defendant 
to remove the tooth was implied consent to the repair of her 
jaw that was broken during the operation, or in other words, 
whether plaintiff did not impliedly consent to the perform- 
ance of such emergency work as became necessary in order 
to completely repair a condition that developed during the 
operation. We think the only rational answer to this ques- 
tion is that plaintiff must be deemed to have consented to the 
repair of the fracture. Defendant either had to reduce the 
fracture while plaintiff was unconscious or wait until she 
became conscious and then request her consent to the repair 
of the damage. It was necessary that the broken jaw be re- 
paired promptly. Making the repair was as much in the line 
of defendant’s professional work as was the extraction of the 
tooth. No reason is suggested why defendant would not have 
been requested to make the repair if plaintiff had been in 
condition to be consulted.” 


The court then stated that it is the general rule in 
cases of emergency, or unanticipated conditions 
where some immediate action is found necessary for 
the preservation of the life or health of a patient and 
it is impracticable to first obtain consent to the 
operation or treatment which the surgeon deems to 
be immediately necessary, that the surgeon is jus- 
tified in extending the operation to remove and 
overcome such conditions without the express con- 
sent of the patient. 

In Wheeler v. Barker, 92 CA 2d 776 (1949), the 
court held that: 

“When a surgeon is confronted with an emergency or an 
unanticipated condition and immediate action is necessary 
for the preservation of the life or health of the patient and 
it is impracticable to obtain consent to an operation which 
he deems to be immediately necessary, it is his duty to do 
what the occasion demands within the usual customary prac- 
tice among physicians and surgeons in the same or similar 
localities and he is justified in extending the operation and 
in removing and overcoming the condition without the ex- 
press consent of the patient.” 


ABSENCE OF CONSENT 


When a physician penetrates tissue or otherwise 
physically makes contact without the consent of the 
patient, this physical contact constitutes an assault 
and battery. 

In Ehlan v. Burrows (1942) 51 CA 2d 141, the de- 
fendant removed three sound teeth without the con- 
sent of plaintiff or her husband and without any 


VOL. 92, NO. 4 + APRIL 1960 


necessity therefor in order to save her life or to 
meet an extreme emergency. The court stated: 

“The removal of the three sound teeth without consent, 
has been held to constitute an assault.” 

In Valdez v. Percy, (1939) 35 CA 2d 485, an en- 
larged gland the size of a small egg in the right ax- 
illa was found and it was suggested it should be 
examined for tumor. The pathologist report indi- 
cated cancer and the physicians and surgeons pro- 
ceeded with a radical mastectomy. In this case, the 
court stated: 

“The evidence as to whether the plaintiff authorized the 
defendant doctors Percy and Hankins to remove her breast 
was, to say the least, in conflict, and should have been sub- 
mitted to the jury. Whether a condition arose and was dis- 
covered during an authorized operation for the removal of 
plaintiff's enlarged axilla gland under her right arm, and 
which condition required another operation to remove her 
right breast, was also one of fact in connection with which 
the testimony was conflicting, and should have been deter- 
mined by the triers of fact. /t is firmly established as the law 
that where a person has been subjected to an operation with- 
out his consent, such an operation constitutes technical as- 
sault and battery.” (Emphasis ours.) 

The statement in 4 UCLA L R at page 627 and 
635 is pertinent: 

“A medical or dental surgeon who performs an operation 
without the consent of his patient is guilty of a battery. . . . 
The majority and California rule is that in the absence of 
emergency, a doctor cannot extend an operation without the 
consent of the patient. The courts have refused to accept the 
defense of consent implied in law, .. .” 


KNOWING CONSENT 


What constitutes a “knowing consent” to avoid li- 
ability is an important question. In McCue v. Clein, 
60 Texas 168, 169, 48 AMR 260, the court stated: 

“Even in cases where no breach of the peace is involved 
and the act to which consent is given is a matter of indif- 
ference to the public order, the maxim of volenti non fit 
injuria presupposes that the party is capable of giving assent 
to his own injury. If he is divested of the power of refusal 
by reason of total or partial want of mental faculties, the 
damage cannot be excused on the ground of consent given. 
A consent given by a person in such condition is equivalent 
to no consent at all,—more especially when his state of mind 
is well known to the party doing him the injury.” 

It might be noted that in this same case the court 
held that intoxication incapacitating a person from 
assenting defeats a defense based upon assent. 

The case of People v. Rochin (1950), 101 CA 2d 
140, is a case very similar to that which would be 
presented by an action for assault and battery re- 
sulting from the taking of blood for blood alcohol 
tests. In this case the officers of the law without a 
search warrant broke into the bedroom of the de- 
fendant and observed the defendant swallowing two 
cellophane covered capsules. The defendant was 
placed in handcuffs and taken to an emergency hos- 
pital where a doctor’s assistant strapped the hand- 
cuffed defendant to the operating table. A doctor 


307 





then placed an empty pail by the defendant, placed a 
tube down the defendant’s throat and released a 
white chemical solution into the tube and into the 
defendant’s stomach. The defendant vomited into 
the pail and the two capsules in cellophane floated in 
the pail. These capsules were then taken from the 
pail and delivered to the chemist in the sheriff’s of- 
fice. The District Court of Appeal held that the evi- 
dence thus illegally obtained was admissible and 
sufficient to sustain a conviction. However, the 
United States Supreme Court has reversed this de- 
cision. The language of interest to us in this matter 
was obiter dictum of the California District Court 
of Appeal at page 143 of the opinion cited which 
reads as follows: 

“This court does not approve the conduct of deputy sheriff 
Jack Jones and deputies Smith and Shelton who were with 
him at defendant’s home. Under the record here, they were 
guilty of unlawfully breaking into and entering defendant’s 
room and were guilty of unlawfully assaulting and battering 
defendant while in the room. Under the record here, deputy 
Jack Jones and the alleged doctor of medicine, Mier, were 
guilty of unlawfully assaulting, battering, torturing and 
falsely imprisoning the defendant at the alleged hospital. A 
remedy of defendant for such high-handed reprehensible con- 
duct is an action for damages. It would appear that the 
sheriff should review the qualifications of said deputies to be 
entrusted with the authority of public office. Also, it would 
appear that the qualifications of said Mier as an ethical doc- 
tor of medicine should be reviewed.” 


This language of the District Court of Appeal of 


the State of California clearly indicates what the at- 
titude of the court would be should the matter have 


been brought before them on an action for assault 
and battery. 


NO DUTY TO PERFORM 


No person or officer has the legal right to force 
a physician to perform the act of drawing blood as 
required in a blood alcohol test if he does not de- 
sire to do so. The case of People v. Duroncelay 
(1957) 48 C 2d 766, in no way can be used as au- 
thority for this proposition. Further, this case is no 
protection to a physician or surgeon who is being 
sued for damages on the theory of assault and bat- 
tery or false imprisonment. This case simply states 
that the evidence so obtained can be used in court 
against the person being charged with the criminal 
act. No protection is extended to the doctor who in 
any way has become involved in the taking of the 
blood sample and who is being sued in a civil action. 


SUMMARY 


No legal liability will arise when an express con- 
sent knowingly given is obtained. In an emergency 
as discussed above, the court will imply a consent. 
Borderline cases of questionable liability would be 
those where a consent has been obtained but fac- 
tually the issue of knowing consent is raised. At the 
other end of the continuum we have the situation of 
clear liability for assault and battery and possibly 
for false imprisonment when no consent from the 
patient is obtained. 
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AN 


AUXILIARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 
« Jarewellaud Hail! 


Vale! 


IT IS A PRIVILEGE to come before you this evening 
to tell you, in a few words, our Auxiliary story; 
when and why we were organized, our projects and 
accomplishments. 

Our California Auxiliary was organized in 1929. 
At the end of the first year there were ten county 
auxiliaries in the state with a membership of 472. 


Today we have 34 component auxiliaries and 11 
of our unorganized counties are represented by 
members-at-large, giving us a total membership of 
6,712. California has the largest auxiliary in the 
United States; Texas ranks second and Pennsylvania 
third, 

The prime objective of our Auxiliary is to assist 
the California Medical Association in its program 
for the advancement of medicine and public health. 
We carry out this objective through our Auxiliary 
projects. A few of these are: 

1. Our American Medical Education Foundation 
program. Each year the county auxiliaries raise 
money in various ways—benefits, dues, memorials, 
cards of appreciation as well as individual contri- 
butions—for A.M.E.F. In 1958 we contributed 
$7,583, in 1959 $8,129, and to date this year we 
have $10,173 in this fund. By the end of June we 
hope to exceed $12,000 as our gift to help keep the 
medical schools free from government intervention. 

2. Physicians’ Benevolence—your own project, 
to help your own who are in need of assistance. Last 
year our contribution was $2,430. At this time this 
year we have collected $2,751 for Physicians’ 
Benevolence. 


3. Our Nurse Recruitment and Para-medical Ca- 
reers program. When the medical profession asked 
the Auxiliary to assist in relieving the acute shortage 
of nurses, many of the county auxiliaries set up 
scholarship or loan funds to help student and gradu- 
ate nurses through their training. This year we have 
25 counties offering nursing scholarships, and two 

Address by Mrs. Theodore A. Poska before the California Medical 


Association House of Delegates at the 89th annual meeting in Los 
Angeles on February 20, 1960. 
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are offering scholarships in allied fields of medicine. 
There are over 200 Future Nurse Clubs or Career 
clubs sponsored by the counties in their local high 
schools. Well over $91,000 has been given in schol- 
arships since this program was started in 1949. 

All of our efforts are not spent on money-raising 
projects; our legislative chairman has made certain 
that every county auxiliary is well informed on the 
Forand Bill. Many of our members have written to 
their congressmen asking them to vote against this 
bill. 

The State Civil Defense chairman worked dili- 
gently this year to alert the counties to the need for 
preparedness. Her advice: Be Informed! Be Pre- 
pared! Be Resourceful! Be Organized! 

Through Community Service, each county aux- 
iliary has been asked to carry out a program to meet 
the local health needs. Through the choice of com- 
munity projects in health, our members can render 
a service to the community, thereby promoting good 
public relations. 

This year we were asked to assist the California 
Medical Association in its program for the aging. 
Some of the county auxiliaries are laying the ground- 
work for “Visiting Homemaker Service” in their 
communities, others are helping in the programs 
that are already established. 

We have accomplished all this with only 38 per 
cent of our potential, for while there are 17,060 
members in the California Medical Association, we 
have only 6,712 Auxiliary members. Numerically, 
California has the largest auxiliary, but proportion- 
ally Texas tops us with a 78 per cent membership. 
Think of what we could do—if we had a member- 
ship of 100 per cent! The fact that you delegates 
are here this evening tells me that you are key men 
and interested in your county medical society. Will 
you please use your influence and alert your county 
society to the need for increasing Auxiliary mem- 
bership? There are over 10,000 doctors’ wives in 
the organized counties who are eligible for mem- 


bership. 
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We greatly appreciate the assistance we receive 
from the California Medical Association. Our pub- 
lication, The Courier, is the outstanding auxiliary 
bulletin of its kind and we are grateful to the C.M.A. 
for financing and publishing this magazine; also for 
the financial assistance we receive to help defray the 
cost of our annual meeting. 

My sincere thanks to Dr, Reynolds and the mem- 
bers of the Auxiliary Advisory Board for their 
interest and guidance, to the C.M.A. staff for their 
assistance through the year and to all the others who 
have made my year as president such a pleasant one. 


Ave! 


As I SPEAK TO you for the first time as your Presi- 
dent, I am filled with mixed emotions. The emotion 
of humility is engendered by the confidence which 
you have placed in me. The emotion of happiness 
is expressed by the opportunity to serve you. 

Any individual assuming the high office of presi- 
dency of any organization should have conceived 
certain ideals and goals which she hopes to accom- 
plish during her term in office. And, with thése goals 
established, a comprehensive program must be 
planned to accomplish these objectives, and careful 
consideration must be given to ways and means of 
implementing them. 

High on the list of the goals that I hope to attain 
is the stimulation of interest in the Auxiliary. As 
you all know, this is synonymous with, and results 
in, an increase in Auxiliary membership. How can 
this be accomplished? Certainly such interest can be 
stimulated by a continuing emphasis on every proj- 
ect assigned to our state and county auxiliaries. 
Equally important, I believe, is the necessity to push 
forward into new fields of endeavor. Ours must be 
a progressive, energetic and active organization. 
There should be, then, continuity from year to year 
in our activities, augmented by a program of realis- 
tic expansion. Interest in our Auxiliary, I believe, 
can be stimulated by a more enthusiastic emphasis 
on our present projects and a continuing constant 
awareness of the new socio-economic problems 
which challenge medicine today. These problems, 
we all know, are constantly facing our, husbands 
and for that reason they become our problems too. 
To meet this challenge, the Auxiliary must be every- 
where at all times. In no area of this challenge 
should our efforts be allowed to wane. We must 
keep pace with the constantly changing trends in 
the social and economic aspects of medicine and, 
better yet (with our woman’s intuitive sense), an- 
ticipate these problems and stay one jump ahead of 
them. 


v 7 7? 


Inaugural Address by Mrs. Samuel Gendel on Induction to Presi- 
dency at the Annual Meeting of the Woman's Auxiliary to the Cali- 
fornia Medical Association. 
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Another goal which I hope to attain is that of 
the dissemination of information. Certainly “one’s 
judgment can never be better than one’s informa- 
tion,” and I would like to say at this point that this 
shall be my motto for the year. Contained in that 
short sentence is the essence of the problem of com- 
munications—how to disseminate information of the 
auxiliary’s activities and the many problems that 
face organized medicine, to our members. This goal, 
the dissemination of information, can be attained, 
I believe, by: 

1. Stimulating and exciting auxiliary meetings. 

2. Active and enthusiastic committee work. 


3. Dissemination of information through the 
president’s page in CALIFORNIA MEDICINE, through 
the Courier, by informal memoranda—perhaps only 
a postcard—to county presidents and committee 
chairmen. 


4. The president’s newsletter. 


5. Personal visits by your officers to the various 
county medical auxiliaries. (And may I suggest that 
the county presidents, or their program chairmen, 
set up panel discussion meetings at the time of my 
visit to their county. I shall be pleased and privileged 
to be one of the panelists and I hope that the county 
president will serve as moderator at this meeting. 
An informal question-and-answer program, based 
on the concept “Information Please,” I believe will 
be worthwhile and stimulating both to the local 
county auxiliary members and to me.) 


I should like at this point to digress for a moment 
and pay my respects to the hard-working committees 
of the Woman’s Auxiliary to the California Medical 
Association and at the same time to the local county 
auxiliary committees. The success and outstanding 
record of the Woman’s Auxiliary to the California 
Medical Association in the past has been due in a 
large measure to the outstanding contributions made 
by these committees. It is only through committee 
work, hard-working, conscientious and progressive, 
that the success of any administration can be as- 
sured. It is my earnest hope and the hope of your 
officers that these committees will give of their time 
and their effort in the future as they have so dili- 
gently and conscientiously in the past. For in truth, 
if my year is a successful one, that success will be 
largely due to these hard-working committees. I 
shall not at this time burden you with a review of 
the functions and activities of all of these commit- 
tees. Rather, I shall resort to personal communica- 
tion to the chairmen of these important committees, 
and outline in detail to them their activities. 

It will be of interest to you that this year I have 
formed two new committees. One of these, a com- 
mittee to deal with a subject that has gained the 
spotlight in medical legislative affairs, is the Com- 
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mittee on the Problems of the Aging. We have been 
asked by our parent organization, the California 
Medical Association, to help in the solution of prob- 
lems surrounding this issue. I hope that, as in the 
past when we have been given difficult assignments, 
we shall rise to the occasion. 

The second new committee that has been formed 
is the Students American Medical Association Com- 
mittee. Eligible to belong to this organization are 
the wives of medical students, interns and residents. 
To me, this is a most interesting and stimulating 
project, for what better way is there to interest and 
educate our prospective Auxiliary members than 
through the method of early indoctrination? Our 
attention is particularly drawn to this opportunity 
owing to our proximity to five outstanding medical 
schools here in California. 

Again, I wish to emphasize that the two new 
committees—important though they are—should in 
no way lessen or detract from the importance of our 
present existing committees. And I mean all of them. 
May I very briefly mention them to you: A.M.E.F. 
—a project which must always be high on our list; 
Legislation—with its vigilance on legislative matters 
as they pertain to medicine and public health; Civil 
Defense, Safety and GEMS—all of which have been 
active, enthusiastic and worthwhile projects in the 
past and I hope will continue to be so in the future; 
the Bulletin—our textbook, and I do hope that its 
circulation will be increased; Para-medical Careers 
(formerly Nurse Recruitment), an extremely im- 
portant committee that has broadened its objectives 
to include recruitment not only of nurses but also 
of trainees for other fields allied with medicine, 
such as medical technologists and physical thera- 
pists; Community Services (formerly Public Rela- 
tions) is a key committee indeed, and I have always 
likened it to the hub of the wheel in our Auxiliary, 
for community service offers a job for every doctor’s 
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wife. At the core of any public relations program 
are the good will and friendly relationships estab- 
lished at the “grass roots” level, and that level 
begins in the doctor’s office and the wife’s relation- 
ship with her community. As we begin the new year 
with high aims and hopes, let us make Public Rela- 
tions a part of our daily life, and let us work to- 
gether in cooperation and harmony for the best 
public relations the Auxiliary has ever had. Physi- 
cians’ Benevolence is a committee that should at all 
times receive our utmost support and assistance; 
and Courier, our “informer” and transmitter of in- 
formation, news and, frequently, our better pictures. 


I should like at this point to emphasize the im- 
portance to our organization of the members-at- 
large. As you so well know, these are our interested 
but relatively isolated members. I hope we can make 
them feel more at home and more a part of us. To 
accomplish this I strongly urge all state chairmen 
to send copies of Auxiliary material to each of the 
members-at-large. 


I am deeply appreciative of the fine officers whom 
you have selected to represent you and to work with 
me. I am grateful to the committee chairmen whom 
I have selected and who have agreed to assume im- 
portant responsibilities. Your officers and your com- 
mittee chairmen, in assuming these positions, have 
placed service above self. We need and seek your 


support and cooperation throughout the year. 


Finally, may I express my deep sense of appre- 
ciation to our immediate past president, Phyllis 
Poska, under whose excellent tutorship I have 
gained much in the past year. The Auxiliary owes 
a deep debt of gratitude to her. With your support, 
I hope that my year will be as successful as hers 
has been and that I, too, shall be able a year from 
now to experience that rewarding sense of accom- 
plishment that Phyllis must now have. 





NEWS & NOTES 


NATIONAL + STATE - COUNTY 


ALAMEDA 


The Eighth Annual Clifford D. Sweet Seminar of Chil- 
dren’s Hospital of the East Bay will be held June 2, 3 and 4, 
1960. Further information may be obtained from the hospi- 
tal, 51st and Grove Streets, Oakland. 


LOS ANGELES 


Techniques of teaching diseases of the chest in under- 
graduate medical schools is the subject of a one-day sym- 
posium to be held April 30, 8:30 a.m. to 5 p.m. in Los An- 
geles under the sponsorship of the Tuberculosis and Health 
Association of Los Angeles County. Participants will meet 
at the Jonathan Club, 545 S. Figueroa Street, according to 
Oscar J. Balchum, M.D., program committee chairman. Reg- 
istration details may be obtained at the Tuberculosis Asso- 
ciation, 1670 Beverly Boulevard, Los Angeles 26. 


* * % 


The Metropolitan Dermatological Society of Los An- 
geles has announced the following officers for 1960: Dr. Max 
Popper, Beverly Hills, president; Dr. Murray C. Zimmer- 
man, Whittier, vice-president; Dr. Rose B. Saperstein, Los 
Angeles, secretary-treasurer; Dr. John W. Carney, Los An- 
geles, program chairman. 


SACRAMENTO 


Dr. Louis Jones of Roseville, secretary of the California 
State Board of Medical Examiners, was elected president- 
elect of the Federation of State Medical Boards of the 
United States at a recent meeting of the organization in 
Chicago. 


SAN FRANCISCO 


The Second Course in Strabismus will be presented 
July 13, 14 and 15 at San Francisco-Stanford Hospital 
(which is in process of becoming the Presbyterian Hospital 
and Medical Center of San Francisco). The guest lecturer 
will be Dr. Harold Brown of New York. The other members 
of the faculty will be Dr. Arthur Jampolsky and Dr. Ed- 
ward Tamler of San Francisco. Further information may be 
obtained from: Secretary, Eye Bank, 2018 Webster Street, 
San Francisco 15. 


SAN MATEO 


The Third Annual Symposium of the Sequoia Hospi- 
tal Medical Staff of Redwood City will be held on Satur- 
day, May 14, 1960. The topic will be “Organ Transplanta- 
tion.” 

Admission will be free to all physicians but pre-registra- 
tion will be necessary. The program will begin at 9:00 a.m. 
and will continue to 5:00 p.m. Lunch will be served in the 
hospital dining room. 

Inquiries may be addressed to Daniel Liebowitz, M.D., 
Sequoia Hospital Day Chairman, Sequoia Hospital, Red- 
wood City. 
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GENERAL 


A sum of $1,500,000 has been appropriated by the Con- 
gress of the United States for fiscal year 1960 to further the 
widespread application of existing knowledge of preventing 
and controlling cancer. These funds are being adminis- 
tered by the Cancer Control Program, Public Health Serv- 
ice, under the technical guidance of the director of the Na- 
tional Cancer Institute. 

Guidelines for the use of this money were developed by 
the Cancer Control Program’s newly formed Advisory Com- 
mittee under Dr. David A. Wood, professor of pathology 
at the University of California School of Medicine. Two 
other California physicians are among the 13 who make up 
the advisory group: Dr. John W. Cline, San Francisco, 
Director, California Division, American Cancer Society, and 
member of the Cancer Commission of the California Medical 
Association; and Dr. Charles E. Smith, Berkeley, profes- 
sor of public health and dean of the Department of Public 
Health, University of California, and president of the Cali- 
fornia State Board of Health. 


* * * 


The California Medical Assistant’s Association will 
hold its annual convention at the Claremont Hotel, Berkeley, 
April 23 and 24. 

Dr. William Maxwell Thebaut of Oakland will speak on 
“The Middle Years” at a luncheon Saturday, April 23. 

For those who are not required to attend the delegates’ 
business session, a workshop has been planned for Saturday 
afternoon. Robert S. King, of the California Farm Bureau 
Federation, whose subject will be “Organization”; William 
K. Scheuber, executive secretary of the Alameda-Contra 
Costa Medical Association, will show a film and speak on 
“Quackery”; and Walter Thompson of the Bureau of Medi- 
cal Economics will speak on “Collections.” 

Mrs. Lauretta Cole of Santa Barbara will be installed as 
president at a Saturday night banquet. Following the instal- 
lation a film concerned with the role of the medical assistant 
in the doctor’s office, will be shown. 

Information on registration and fees may be obtained from 
Mrs. Mary McPartland, C.M.A.A. registration chairman, 298 
Grand Avenue, Oakland. 

2 

Two faculty members in California medical schools have 
been appointed Markle Scholars in Medical Science by 
the John and Mary R. Markle Foundation of New York. 
Each appointment carries with it a $30,000 grant, to be paid 
over a five-year period, 1960-65, to the medical school where 
the scholar will teach and do research. The awards in Cali- 
fornia were: 

Stanford University School of Medicine, Palo Alto; for 
J. Thomas August, M.D., assistant professor, internal medi- 
cine, effective September 1960. 

University of California at Los Angeles School of Medi- 
cine for David S. Maxwell, Ph.D., assistant professor of 
anatomy, effective July 1. 


10TH ANNIVERSARY 


REGIONAL POSTGRADUATE 
INSTITUTE 


San Joaquin VALLEY CounNTIES 
April 28 and 29 
(See page 298) 
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POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may ke listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Clinical Traineeships — Anesthesia, Dermatology 
and Pediatric Cardiology. Dates by arrangement. 
Minimum period—two weeks. Fee: Two weeks, $150.00; 
four weeks, $250.00. 


Postgraduate Medical Symposium. Grossmount Hospi- 
tal, La Mesa. Saturday and Sunday, April 30 and May 
1. Twelve hours. Fee: $25.00 (includes two luncheons). 


Management of Medical Emergencies. Friday and 
Saturday, May 6 and 7. Twelve hours. Fee: $40.00 (in- 
cludes one luncheon). 


SURGICAL ANATOMY. Friday through Monday, June 
24 through 27. 


Head and Neck. Friday, June 24. Fee: $40.00.+ 


Thorax, Abdomen and Pelvis. Saturday and Sunday, 
June 25 and 26. Fee: $80.00.7 


Extremities. Monday, June 27. Fee: $40.00.7 


General Pediatrics. Sunday through Wednesday, July 
17 through 20. Lake Arrowhead, University of Cali- 
fornia Residential Conference Center. Sixteen hours. 
Fee: $137.50 (including room and meals) . 


Advance Seminar in Internal Medicine. Wednesday 
through Sunday, July 20 through 24. University of Cali- 
fornia Residential Conference Center, Lake Arrowhead. 
Eighteen hours. Fee: $150.00 (including room and 
meals). 


Dermatology in Office Practice. Monday and Tuesday, 
July 25 and 26. Twelve hours. Fee: $40.00. 


Advanced Seminars in Dermatology (for Derma- 
tologists). Wednesday through Saturday, July 27 
through 31. University of California Residential Con- 
ference Center, Lake Arrowhead. Fourteen and one-half 
hours. Fee: $150.00 (including room and meals). 


Anesthesia for Special Procedures. Wednesday, Thurs- 
day and Friday, August 3, 4 and 5. Eighteen hours. Fee: 
$60.00. 


Arthritis and Rheumatism. Friday and Saturday, Au- 
gust 19 and 20. Twelve hours.* 


Obstetrical Procedures and Complications. Thursday 
and Friday, August 26 and 27. Twelve hours. Fee: 
$50.00 (includes two luncheons). 


*Fees to be announced. 
tHours to be announced. 
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For Ancillary Personnel 
Fifth Regional Conference for Nurses. Sunday through 


Wednesday, June 12 through 15. Thirty-two hours, Fee: 
$80.00. 


The College Nurse: New Concepts in Her Profes- 
sion. Friday and Saturday, June 17 and 18. Twelve 
hours. Fee: $20.00. 


9th Annual Symposium in Clinical Laboratory Tech- 
nology. Saturday and Sunday, June 18 and 19. Sixteen 
hours. Fee: $20.00. 


Workshops for School Nurses: 


Riverside, Tuesday through Saturday, June 21 through 
25. Forty-five hours. Fee: $40.00. 

Los Angeles, Tuesday through Saturday, July 5 through 
9, Forty-five hours. Fee: $40.00. 

San Diego, Wednesday through Sunday, July 13 through 
17. Forty-five hours, Fee: $40.00 

Contact: Thomas H. Sternberg, M.D., assistant dean for 
Continuing Medical Education, U.C.L.A. Medical Cen- 
ter, Los Angeles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Neuropsychiatry in General Practice (Napa State Hos- 
pital). Thursday evenings, April 21 through May 26. 
Twelve hours. Fee: $5.00. 

Symposium on Pediatric Surgery (Children’s Hospi- 
tal). Saturday, April 23. Seven hours. Fee: $12.50. 


General Surgery. Monday to Friday, April 25 to 29. 
Thirty-five hours. Fee: $100.00. 


Evening Lectures in Medicine. Wednesdays, April 27 
through June 1. Twelve hours. Fee: $25.00. 


Symposium on Cardiovascular Disease (Santa Rosa). 
Wednesday, May 4. Seven hours. Fee: $15.00. 


A Course on Urology. Thursday and Friday, May 5 and 
6. Fourteen hours.* 


Ear, Nose, Throat. Thursday to Saturday, May 12 to 14. 
Twenty-one hours.* 


Proctology. Thursday and Friday, May 19 and 20. Four- 
teen hours. Fee: $40.00 


Advances in Surgical Anatomy, Normal Anatomy 
and Histology of the Eye. Thursday to Saturday, June 
2 to 4. Twenty-one hours.* 


A Course on the Foot. Thursday to Saturday, June 9 to 
11. Twenty-one hours.* 


A Course in Industrial Medicine. Wednesday to Fri- 
day, June 22 to 24. Twenty-one hours.* 


A Course on New Drugs. Thursday to Saturday, July 
14 to 16. Twenty-one hours.* 


Obstetrics and Gynecology. Thursday to Saturday, Sep- 
tember 15 to 17. Twenty-one hours.* 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month, Fee: $350.00. 


For Ancillary Personnel 


Evening Lectures on Pharmacy. Mondays, April 18 to 
May 23. Twelve hours. Fee: $15.00. 
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Nursing Care of Mothers and Children. Tuesdays, 
April 19 through June 7, Highland Hospital, Oakland. 
Sixteen hours. Fee: $25.00. 


Nursing Care of Medical-Surgical Patients. Thurs- 
days, April 21 through June 9. Highland Hospital, Oak- 
land. Sixteen hours. Fee: $25.00. 


Course for Laboratory Technologists. Saturday and 
Sunday, April 30 and May 1. Fourteen hours. Fee: 
$15.00. 


Nursing and People. Monday to Friday, May 2 to 13. 
Fee: $30.00. 


Understanding the Adolescent for Nursing Care. 
Saturday and Sunday, May 14 and 15. Fee: $15.00. 


Human Relations in the Modern Hospital. Monday 
through Friday, June 13 through 17. Fee: $50.00. 


Integration of Psychiatric Principles in the Total 
Curriculum. Tuesday to Friday, July 5 to August 12. 
Fee: $100.00. 


Cancer Nursing. Wednesday through Friday, August 10 
through 12.* 


Continuing Education Conference Series. Tuesday 
through Friday, September 6 through 16.* 


Administration of Nursing Care. Tuesdays, September 
13 through December 13. Fee: $45.00. 


Contact: Seymour M. Farber, M.D., assistant dean, De- 
partment of Continuing Medical Education, University 
of California Medical Center, San Francisco 22, MOnt- 
rose 4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE, 
PALO ALTO 


Emotional and Social Aspects of Child Health in 
Pediatric Practice. June 13 through 24, Contact: Hale 
F. Shirley, M.D., Professor of Pediatrics and Psychi- 
atry, Stanford Medical Center, 300 Pasteur Drive, Palo 
Alto, Calif. 


STANFORD HOSPITAL, SAN FRANCISCO 
(Lane Presbyterian Medical Center) 


Eye Conference. Each Monday morning. 


Didactic Course in Ophthalmology. Monday and 
Wednesday, 7 to 8:30 p.m. 


Course on Keratoplasty for Specialists in Ophthal- 
mology. Wednesday through Friday, May 18 through 
20. 


Postgraduate Conference in Strabismus. Wednesday 
through Friday, July 13 through 15. 


Contact: Arthur Selzer, M.D., program committee chair- 
man, San Francisco-Stanford Hospital, Clay and Web- 
ster Sts., San Francisco 15. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 


* Fees to be announced, 
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of Los Angeles County, and all armed forces medical 
personnel admitted without fee, Tuition for all other 
physicians: $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


Hawaii Course: The USC School of Medicine will offer 
the Third Postgraduate Refresher Course to be held in 
Honolulu and on board the S.S. Lurline from August 4 
to August 20, 1960. (As a time and money saver, round 
trip air travel is also possible August 4 to August 14.) 


Contact: Phil R. Manning, M.D., associate dean and 
director, Postgraduate Division, University of Southern 
California School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


CLINICAL TRAINEESHIPS available in all clinical 
departments by arrangement with the Postgraduate Di- 
vision and the chairman of the department or depart- 
ments involved. Eighty hours minimum. Fee: As ar- 
ranged. 


Diseases of the Chest: Two and four-week Trainee- 
ships in cooperation with the Los Angeles County 
Hospital. Dates as arranged. 


Anesthesia. Monday through Friday. Dates as arranged. 
Six months. Fee: $350. 


SPECIAL SKILLS available in the clinical departments, 
usually with a maximum of two or three students. 


Surgical Anatomy: Head and Neck, April 20 through 
June 1, 63 hours, Fee: $75.00. 


Surgical Anatomy: Head and Neck, April 20 through 
June 1. Twenty-four hours. Fee: $35.00. 


JOINT MANIPULATION. Monday through Friday, 
8:00 to 12:00, dates to be arranged. Twenty hours. Fee: 
$75.00. 


For information contact: G. E. Norwood, M.D., assistant 
dean and chairman, Division of Postgraduate Medicine, 
College of Medical Evangelists, 1720 Brooklyn Ave., 
Los Angeles 33. ANgelus 9-7241, Ext. 214. 


CALIFORNIA MEDICAL ASSOCIATION 


POSTGRADUATE INSTITUTES—1960 
(Tenth Anniversary Year) 


Southern Counties in cooperation with Stanford Uni- 
versity School of Medicine, April 21 and 22, Palm 
Springs Riviera Hotel. Chairman: Robert M. Zweig, 
M.D., 7004 Magnolia, Riverside. 


San Joaquin Valley Counties in cooperation with Uni- 
versity of Southern California School of Medicine, April 
28 and 29. Ahwahnee Hotel, Yosemite. Chairman: Camp- 
bell H. Covington, M.D., 2057 High Street, Selma. 
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Sacramento Valley Counties in cooperation with UCLA 
School of Medicine, July 1 and 2. Tahoe Tavern, Lake 
Tahoe. Chairman: Herbert W. Korngold, M.D., 1217 
30th Street, Sacramento. 


Contact: One of the chairmen listed above, or Postgradu- 
ate Activities Office, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


7 cA ? 


Aupto-Dicest FounpaATION, a nonprofit subsidiary of the 
C.M.A., offers (on a subscription basis) a series of six 
different hour-long tape recordings covering general 
practice, surgery, internal medicine, obstetrics and 
gynecology, pediatrics and anesthesiology. Designed to 
keep physicians posted on what is new and important 
in their respective fields, these programs survey current 
national and international literature of interest and con- 
tain selected highlights of on-the-spot recordings of 
national scientific meetings, panel discussions, sympo- 
sia, and individual lectures. For information contact 
Mr. Claron L. Oakley, Editor, 1919 Wilshire Blvd., Los 
Angeles 57, HUbbard 3-345]. 


Medical Dates Bulletin 


APRIL MEETINGS 


Pato Ato Cuinic Third Annual Symposia. Sponsored by 
the Clinic and Palo Alto Medical Research Foundation. 
Saturday, April 23. Clinic Auditorium. Contact: John F. 
Weigen, M.D., program chairman, Palo Alto Clinic, Palo 
Alto. 


CauirorniA Mepicat AssIsTANTsS ASSOCIATION Annual 
Convention. April 23 and 24, Claremont Hotel, Berkeley. 
Contact: Mrs. Anne Reece, president CMAA, 1837 So. 
Indiana St., Porterville, California. 


ASSOCIATION OF SCHOOL PuysicIANs AND Dentists of Los 
Angeles Board of Education. Dinner meeting honoring 
Dr. Morley Sellery who is retiring. April 27. 7:00 p.m. 
Los Angeles County Medical Association Building. Con- 
tact: Lillian Shutter, M.D., chairman, 4036 Wilshire 
Boulevard, Los Angeles. 


West Contra Costa BRANCH OF CALIFORNIA ACADEMY OF 
GENERAL Practice Postgraduate Course. Wednesdays, 
April 27 through June 1, 8 p.m. to 10 p.m., Brookside 
Hospital, San Pablo. Contact: D. D. Vollan, M.D., chair- 
man, Education Committee, Brookside Hospital, San 
Pablo. 


VaLLeY CuiLpren’s Hospitar Spring Clinics. April 28 to 
30. Roosevelt High School Auditorium, Fresno. Contact: 
Valley Children’s Hospital, Shields and Millbrook Ave- 


nues, Fresno. 


TB ano Heattu Association, Los Angeles County Work- 
shop on Techniques of Teaching Chest Disease. Jona- 
than Club, Los Angeles. April 30, 8:30 a.m. to 5 p.m. 
Contact: Mr. Richard Gaines, staff coordinator, 1670 
Beverly Blvd., Los Angeles 26. 


MAY MEETINGS 
Pan AMERICAN MepicaL Association Concress. May 2 


to 11. Mexico City. Contact: Joseph J. Eller, M.D., di- 
rector general, 745 Fifth Avenue, New York, N. Y. 
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Los AncEeLEs County Heart Association Annual Meet- 
ing. Biltmore Bowl, Los Angeles—Luncheon, 12:00 
noon. Wednesday, May 4, Contact: Chauncey A. Alex- 
ander, executive director, 2405 West 8th St., Los Ange- 
les 57. 


Memoria Hospitat or Lone BeacH Medical Staff 2nd 
Annual Scientific Symposium “New Horizons in Medi- 
cine,” to be held in conjunction with the formal open- 
ing of the new 400-bed Memorial Hospital of Long 
Beach. May 4. Contact: George X. Trimble, M.D., direc- 
tor of medical education, Seaside Memorial Hospital, 
1401 Chestnut Avenue, Long Beach 13. 


Stupent AMERICAN Mepicat AssociaTIon, Statler-Hilton 
Hotel, Los Angeles, May 5 through 8. Contact: Mr. R. 
F. Staudacher, executive director, 430 N. Michigan, 
Chicago 11. 


Nevapa ACADEMY OF GENERAL Practice 1960 Annual 
Assembly. May 12 through 14, Riverside Hotel, Reno, 
Nevada. Scientific program by University of California 
School of Medicine. Contact: Roy M. Peters, M.D., 
general chairman, 475 So. Arlington, Reno, Nevada. 


Hawa Mepicat Association Annual Meeting. May 12 
through 15. Contact: Miss Lee McCaslin, executive sec- 
retary, 510 S. Beretania, Honolulu 13. 


NATIONAL TUBERCULOSIS ASSOCIATION—AMERICAN TRU- 
pEAU Society Annual Meeting. May 16 through 19. 
Statler Hilton and Biltmore Hotels, Los Angeles. Con- 
tact: Mr, Sherman Asche, general chairman, Annual 
Meeting Committee, P. O. Box 4037, Santa Barbara. 


AMERICAN CoL_ece oF Nutrition 1960 Annual Conven- 
tion. May 20 through 22. Huntington Sheraton Hotel, 
Pasadena. Contact: Donald B. Haynie, executive sec- 
retary, 10651 West Pico Blvd., Los Angeles 64. 


Cauirornia Heart Association Annual Meeting and Sci- 
entific Session. May 20 through 22. Claremont Hotel, 
Berkeley. Contact: J. Keith Thwaites, executive director, 
1428 Bush Street, San Francisco 9. 


Lone Beacu Surcicat Society Annual “Clinic Day.” May 
21. Lafayette Hotel, Long Beach. 2 p.m. to 9 p.m. Con- 
tact: Harriman Jones, M.D., secretary-treasurer, 211 
Cherry Ave., Long Beach 2. 


SUMMER AND FALL MEETINGS 


San Dieco County Mepicat Society and the MeEpicaL 
DEPARTMENT, lltH Nava District. Symposium on 
Clinical Medicine and Surgery. Sunday, June 5, 8:30 
a.m. to 5:00 p.m. El] Cortez Hotel, San Diego. Contact: 
Michael J. Feeney, M.D., program chairman, 3427 
Fourth Ave., San Diego 3. 


GERONTOLOGICAL Society, Inc., Mark Hopkins Hotel, San 
Francisco. August 7 through 12. Contact: Mrs. Marjorie 
Adler, administrative secretary, 660 S. Kingshighway 
Blvd., St. Louis 10. , 


Reno Surcicat Society 10th Annual Conference. August 
18, 19 and 20. The Mapes Hotel, Reno. Contact: Harry 
B. Gilbert, M.D., 275 Hill Street, Reno, Nevada. 


AMERICAN AssOcIATION OF BLoop Banks, Jack Tar Hotel, 
San Francisco. August 21 through 26. Contact: John B. 
Alsever, M.D., secretary, 1211 W. Washington St., Phoe- 
nix, Arizona. 

American Hospitat Association, Civic Auditorium, San 
Francisco. August 27 through September 1. Contact: 


Mr. Maurice J. Norby, assistant director, 18 E. Division 
St., Chicago. 
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Paciric DermaToLocic AssociaTion Inc. 12th Annual 
Meeting. Empress Hotel, Victoria, British Columbia. 
September 2 through 4. Contact: Edward Ringrose, 
M.D., secretary, 2636 Telegraph Ave., Berkeley. 


Orecon State Mepicat Society, Portland. September 7 
through 9. Contact: Mr. Roscoe K. Miller, executive 
secretary, 1115 S. W. Taylor St., Portland 5, Oregon. 


Nevapa State Mepicat Association Annual Meeting. 
September 7 through 10, Stardust Hotel, Las Vegas. 
Contact: Nelson B. Neff, executive secretary, P. O. Box 
2790, Reno, Nevada. 


PosTGRADUATE ASSEMBLY OF SAINT JoHN’s HospITAL. 
September 8 through 10. 9 a.m. to 4 p.m., St. John’s 
Hospital, Santa Monica. Contact: John C. Eagan, M.D., 
director, 1328 22nd St., Santa Monica. 


Santa Barsara County Heart Association Physicians 
Symposium. September 17, 9:00 a.m. to 5:00 p.m., Bilt- 
more Hotel, Santa Barbara. Contact: E. J. Hannon, ex- 
ecutive director, 18 La Arcada Court, Santa Barbara. 


CauirorniA Society OF INTERNAL MepicinE Annual Meet- 
ing, Yosemite. September 23, 24 and 25. Contact: Bar- 
bara E. Oulton, executive secretary, 350 Post St., San 
Francisco 8. 


WasHincton State Mepicat Association Annual Con- 
vention. September 25 through 28. Olympic Hotel, Se- 
attle, Washington. Contact: R. W. Neill, executive sec- 
retary, 1309 7th Avenue, Seattle, Washington. 


Pan-Paciric SurcicaL AssociaTION 8th Intensive Surgical 
Congress, embracing all Surgical Specialties. Septem- 
ber 28 through October 5. Honolulu, Hawaii. Contact: 
F. J. Pinkerton, M.D., director general, Suite 230, Alex- 
ander Young Building, Honolulu 13. 


AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA. 
Coronado Hotel, San Diego. October 5 through 7. Con- 
tact: William T. Fitts, Jr., M.D., secretary, 3400 Spruce 
St., Philadelphia 4. 


Los AncELEs County Heart Association 30th Annual 
Professional Symposium on Cardiovascular Diseases. 
October 5 and 6. Beverly Hilton Hotel, Beverly Hills. 
Contact: Los Angeles County Heart Association, 2405 
W. 8th St., Los Angeles 57. 


San Francisco Heart Association 30th Annual Post- 
graduate Symposium on Heart Disease. October 5 
through 7. St. Francis Hotel, San Francisco. Contact: 
Mr. Lawrence I. Kramer, Jr., executive director, 259 
Geary St., San Francisco 2. 


WesTERN INpusTRIAL MepicaL AsSOCIATION combined 
Meeting with 4th Western Industrial Health Conference. 
October 7 through 9. Jack Tar Hotel, San Francisco. 
Contact: Verne G. Ghormley, M.D., president, 3032 
Tulare Street, Fresno 21. 


AMERICAN COLLEGE OF SurRGEONS, 46th Annual Clinical 
Congress, San Francisco. October 10 to 14. Contact: 
William E. Adams, M.D., secretary, 40 E. Erie St., 
Chicago 11. 


Kaiser Founpation Hospitats In NoRTHERN CALIFORNIA 
Fourth Annual Symposium on Human Genetics. October 
14 and 15. Fairmont Hotel, San Francisco, Contact: 
Martin A. Shearn, M.D., Director of Medical Education, 
280 West MacArthur Blvd., Oakland. 


CALIFORNIA ACADEMY OF GENERAL PRACTICE 11th Annual 
Scientific Assembly. October 16 through 19. Masonic 
Memorial Temple, San Francisco. Contact: William W. 
Rogers, executive secretary, 461 Market St., San Fran- 
cisco 5. 


WeEsTERN OrTHOPEDIC AssocIATION Annual Convention. 
October 22 through 27, Hotel Del Coronado, Coronado. 
Contact: Mrs. Vi Mathieson, executive secretary, 354 
21st St., Oakland 12. 


St. Jup—E HosprraL—Fu.ierton 2nd Annual Postgraduate 
Assembly. October 27 and 28. St. Jude Hospital. Con- 
tact: B. L. Tesman, M.D., chairman, St. Jude Hospital, 
Fullerton. 


AMERICAN ScHoot HEALTH AssociATION, San Francisco. 
October 30 through November 4. Contact: A. O. De- 
Weese, M.D., executive secretary, 515 E. Main St., Kent, 
Ohio. 


American Pusiic HEALTH AssociATION, San Francisco. 
October 31 through November 4. Contact: Berwyn F. 
Mattison, M.D., executive director, 1790 Broadway, New 
York 19, 
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SMOKING AND HEALTH—Alton Ochsner, M.D. Julian 
Messner, Inc., 8 West 40th Street, New York 18, New York, 
1959. 108 pages, $3.00. 


The 1954 booklet on “Smoking and Cancer” now re- 
appears as “Smoking and Health.” The dust jacket tells us 
that “Here are the facts . . . proof that smoking not only 
causes lung cancer, but is contributory to other types of 
cancer, to heart disease, miscarriage, menstrual disturbances, 
Buerger’s disease and stomach ulcers. Furthermore, it is a 
factor in impotence in men and sterility in women.” The 
book is now divided into six sections, instead of the former 
sixteen, has some new charts but no new scientific informa- 
tion to substantiate many of the bold pronunciamentos 
liberally interlarded. For example, after quoting President 
Truman—“Columbus brought syphilis to the Indians and 
they gave him tobacco. It is doubtful which is worse,” Dr. 
Ochsner goes on to say, “Syphilis can be cured quickly with 
antibiotic treatment; science is still looking for some way to 
cure advanced cancers and heart disease,” the implication 
being that smoking is as certainly linked to these disorders 
as syphilis is to the treponema. 

The author fails to record the following facts: 

1. No case of lung cancer has been produced in man or 
comparable animal by prolonged application of cigarette 
smoke. 

2. No proof has been established that the samples of ciga- 
rette smokers studied in the United States and Great Britain 
are biologically identical with the samples of non-smok- 
ers. Many biostatisticians question the true comparability 
of the two population groups. The final report of the famous 
American study emphasizes that “The most important find- 
ing of this study was the high degree of association between 
cigarette smoking and total death rate.” In other words, 
it would appear that heavy cigarette smokers are “a different 
breed of cats” constitutionally and in general mode of life. 

3. No answer is available to the curious paradox that the 
“precancerous changes” of Auerbach are predominant in 
the trachea and main bronchi, which are precisely the places 
where primary lung cancer is relatively uncommon. 

4. No explanation is agreed on for the fact that in Eng- 
land the death rate from lung cancer is approximately 
twice that in the United States, but the reported cigarette 
consumption is only about one-half. 

5. No valid explanation exists for the curious absence of 
any significant increase in the prevalence of laryngeal can- 
cer in the United States in the last 35 years. 

On page 97, in a paragraph dealing with the legal respon- 
sibility of the tobacco companies, the author reproduces the 
sentence, “For if it is an offense to produce foods which 
are harmful to the health of customers it is an offense to 
produce smoking products which are too often deadly to 
those who use them.” Are then the milk companies to be 
sued for producing high-fat foods, the chicken farmers for 
cholesterol-laden eggs, and the wine growers for cirrhosis- 
inducing beverages. Like nicotine, all these substances are 
advertised and in a free country may alas be taken in 
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amounts potentially “deadly to those who use them.” Are 
the sugar refiners, soft drink merchants and candy manu- 
facturers to be sued for dental caries and its train of ills. 
Perhaps they should be, but is this for a crusading surgeon 
to decide? Taken in moderation, these foods and other 
substances come pretty close to being the staff of modern 
life. 

The polemics in this booklet, like tobacco, should be taken 


in moderation. 
OK ok * 


TEXTBOOK OF MEDICINE, A—Tenth Edition—Edited 
by Russell L. Cecil, M.D., Se.D., Professor of Clinical 
Medicine Emeritus, Cornell University, and Robert F. 
Loeb, M.D., Se.D., D. Hon. Causa, LL.D., Bard Professor 
of Medicine, Columbia University. W. B. Saunders Com- 
pany, Philadelphia, 1959. 1665 pages, 182 figures—in one 
volume, $16.50, or in two volumes, $20.50. 


Many texts on medicine are published. Comparatively few 
survive more than one or two editions. This, the tenth 
edition of Cecil and Loeb marks it as one of the hardier 
perennials of medicine, with ten editions in 32 years. 

This edition, incorporating more complete changes than 
any previous one, rates—along with Harrison’s Principles 
of Internal Medicine—as one of the two leading text books 
on general medicine available. Quite a few subjects not 
previously covered are now included. Despite the added 
material there is no increase in number of pages, because 
of a new and clearer type. 

As the years have passed and clinical medicine has in- 
cluded more basic science, so has the Cecil-Loeb tended to 
include more between its covers. In this edition, each section 
has an introduction which deals with the basic science 
relationships of the organ system or the disease condition 
which comprises the main topic. Furthermore, discussions 
of physiology, pathology and pathogenesis have been in- 
corporated as far as possible into the body of the clinical 
discussion. For example, in the section on Diseases of the 
Pituitary Gland, there is first given a clear and fairly de- 
tailed discussion of the hormones of the anterior lobe; 
farther on are separate discussions of the individual diseases. 

The index is generally complete. A few flaws are found. 
For example; there is no cross reference listed under atrial, 
auricular, arrhythmia or fibrillation, despite the fact that the 
cardiac arrhythmias are well covered in the text. 

It is inevitable that there is a certain amount of differing 
emphasis on various subjects. On the one hand, one finds 
the outstanding 22 page monograph on diabetes; on the 
other, there is no mention of estrogen therapy for osteitis 
deformans. 

To summarize, this is a distinguished text book on medi- 
cine, packed full of information which is given logically 
and as simply as possible. It is also, as it has always been, 
a first class clinical book. It is highly recommended to all 
practitioners as well as to the medical students for whom 
it is primarily written. 

Epocar Waysurn, M.D. 
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THE MODERN FAMILY HEALTH GUIDE—Edited by 
Morris Fishbein, formerly Editor, Journal of the American 
Medical Asociation; Editor, Excerpta Medica; Medical 
Editor, Britannica Book of the Year. Doubleday & Com- 
pany, Inc., Garden City, New York, 1959. 1001 pages, $7.50. 


The book is composed of two sections approximately equal 
in bulk. The first is a collection of essays on topics such 
as The Meaning of Health, Diet, Child Care, and various 
organ systems and specific diseases. The second is an 
alphabetical compendium of descriptions and brief discus- 
sions of parts of the body, symptoms, diseases, drugs, and 
so forth. 

Dr. Fishbein shows ambivalence in his introduction: “a 
little of the right kind of knowledge would surely relieve 
and prevent many of the common ills. Such knowledge is 
what this book is intended to provide. Even though it is a 
big book, I emphasize a little knowledge. . . .” Surely, here 
is the situation for a broadly competent author, who has 
thought about the needs of the public for medical informa- 
tion, and the techniques of displaying it, to present an 
integrated survey. However, “The comprehensive articles 

. . were written by 27 competent authorities . . . (provid- 
ing) advice and guidance . . . that would be almost un- 
purchasable by the average patient,” with the predictable 
consequences of gaps in coverage, overemphasis on special 
interests of the writers, and variation in the intellectual and 
educational demands upon the reader. Some of the experts 
are so careful to avoid the uncertainties and reservations in 
their fields that they end up saying very little. Several of the 
chapters are very good. 

A number of careless errors of writing have survived the 
editor. Diagrams are sparse and the choice of subjects for 
illustration is bizarre. 

There is much in this book that is good, but few physicians 
will want to recommend it to the patient who seeks a source 
of information about health and disease because it raises 
as many questions as it answers. 


Rooney R. Bearp, M.D. 





* * 





* 


OBSERVATIONS ON DIRECT ANALYSIS—The Thera- 
peutic Technique of Dr. John N. Rosen—Morris W. Brody, 
M.D.; with forewords by John N. Rosen, M.D., and O. 
Spurgeon English, M.D. Vantage Press, Inc., 120 W. 31st 
Street, New York 1, New York, 1959. 104 pages, $2.95. 


This book represents the first attempt to describe what 
occurs in Dr, John Rosen’s technique of “Direct Analysis” 
of psychiatric patients. It is not concerned with the evalua- 
tion of its therapeutic effectiveness. Brody, the author, 
was the leader of a group that observed and analyzed the 
Rosen method of treatment. Rosen apparently justifies his 
considering direct analysis to be an extension of Freudian 
psychoanalysis, because he was unable to achieve good 
results with psychotic patients prior to his own personal 
analysis. He compares a psychosis to a dream or to an 
interminable nightmare and justifies the violence of his 
technique as a necessity to awaken the patient from his 
nightmare. 

It appeared to the observers that Rosen’s crude and force- 
ful remarks to the patients were primarily aimed at evoking 
guilt and not at giving insight. Rosen drums interpretations 
into the patients’ heads, he accuses them of being insane, 
forces them to admit incestuous wishes, charges them with 
being stupid when they don’t accept his ideas, threatens 
them and uses a team of assistants to maintain a God-like 
omnipotent position. On the other hand he rewards them 
with praise and other things when they go along with him. 

Once the patient loses his psychotic symptoms, Rosen 
does everything possible to make the patient reenact the 








psychosis. “If the patient in his psychosis spoke to imag- 
inary voices, Rosen will insist that he again speak to these 
voices.” He tries to give the patient an opportunity to see 
himself as he was when psychotic. He will ask the patient 
to be insane for half an hour and does not give the patient 
an opportunity to deny that he has been psychotic. He also 
maintains an attitude with the patient that no greater op- 
portunity can be afforded a person than to have the good 
fortune to experience insanity for a period of time. He seems 
to be saying, “Although it is not acceptable to be insane, 
it is a distinction to have been insane.” 

Brody states, “To watch the group (of assistants) while 
Dr. Rosen is treating a patient is a startling experience. 
The group members sit in absolute silence. All eyes are 
riveted on Rosen and attention is rarely detracted for a 
moment. The atmosphere is one of awe, and one obtains 
the impression that not only is the patient being treated 
but all members of the group are participating. We have 
observed this type of group reaction when an audience 
watches a hypnotist at work ... it is as if the group waited 
and watched for a miracle to be performed, . . . while in- 
fluencing the patient to surrender his individual rights to 
the will of the leader. 

The observers were impressed with Rosen’s attempt to 
evoke feelings of guilt in the psychotic patient by repeat- 
edly telling him, “You are crazy; this is shameful behavior; 
stop acting in this shameful, crazy way.” 

Rosen’s “Direct Analysis” has created a great deal of 
interest in psychiatric circles and the detailed descriptions 
of his remarks and patient responses. gives the reader a 
much better idea of the technique than was previously possi- 
ble except by direct observation. The book is well written 
and highly recommended to psychiatrists who are inter- 
ested in the psychotherapy of psychoses. Additional reports 
dealing with the effectiveness of Rosen’s method which are 
to be published will be welcome indeed. 


Norman Q, Britt, M.D. 


* * * 





PYELONEPHRITIS—Fletcher H. Colby, M.D., Con- 
sultant, Massachusetts General Hospital; former Chief of 
the Urological Service and Associate Clinical Professor, 
Harvard Medical School. The Williams & Wilkins Com- 
pany, Baltimore 2, Maryland, 1959. 214 pages, $7.50. 


“Pyelonephritis” represents a broad but rather superficial 
survey of the important medical problem of infection of the 
upper urinary tract. It is obviously intended for the medical 
student or clinician who desires a practical nodding ac- 
quaintance with kidney infection rather than a physician 
who is deeply interested in this field. 

While there are few serious omissions in the book, it 
suffers somewhat from a lack of emphasis on important 
points in the management of pyelonephritis. While cultures 
of the urine, both for diagnosis and followup are discussed, 
their role as the most important single factor in the diagnosis 
of urinary tract infection is not made entirely clear. The 
duration of treatment in acute pyelonephritis is stated only 
as “until repeated urine cultures are bacteria free.” More 
specific recommendations as to length of treatment and 
timing of follow-up culture would be helpful. 

Doctor Colby, as a urologist, defends the position that 
catheterization is advantageous in collecting a urine for 
culture in the female. While catheterization of the female 
may offer valuable information, it is not necessary in 
culturing the urine provided “clean” technique is used and 
quantitative cultures are promptly made. 


I believe this book is well worth reading but falls short 


of being a reference work on this important subject al- 
though no intention of the latter aim is stated. 
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CURRENT MEDICAL REFERENCES—Edited by Paul 
J. Sanazaro, M.D., Associate Professor of Medicine, Uni- 
versity of California School of Medicine, San Francisco. 
Lange Medical Publications, Los Altos, 1959. 535 pages, 
$3.50. 


The mass of medical literature is now so great and the 
mazes are so complex that we have presented to us an entire 
book of some 535 pages which is in toto a bibliography 
of medical references—along with a succinct description or 
evaluation of each reference. 

This book is the latest of the concise, complete, inex- 
pensive paperbacks published during the past few years 
and kept current by Lange Medical Publications. Like the 
previous volumes this reviewer has seen, this book will be 
of greatest value to residents, interns and students. How- 
ever, the practitioner can also find it useful for his medical 
bag or handy book shelf. The editors and contributors are 
chiefly from the University of California Medical School 
and are to be commended on the excellence of their selec- 


tions. 


Epcar Waysurn, M.D. 


* * * 





MOLECULES AND MENTAL HEALTH—Edited by 
Frederic A. Gibbs, M.D., Professor of Neurology, Univer- 
sity of Illinois College of Medicine, Chicago. Published for 
the Brain Research Foundation by J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, Pennsyl- 
vania, 1959. 189 pages, $4.75. 


This potent little book contains the papers and following 
discussions which were presented at the Brain Research 
Foundation on two separate one-day conferences. The first 
part of the buok deals with “Amines in Relation to Brain 
Function and Behavior.” Dr. L. G. Abood presents in the 
first chapter some current work on ceruloplasmin and gives 
information about factors influencing the levels in humans. 
Dr. Robert G. Heath also describes data on ceruloplasmin 
concerning its effect in schizophrenic patients; he gives 
further information on Taraxein, but this substance con- 
tinues to be very elusive, both as to its physiological effects 
and its chemical composition. These manuscripts are pre- 
sented in an attempt to bring a little more light into the 
area of physiologically active blood proteins and point out 
the difficulties of studies with these substances. 

Dr. A. Hoffer has a chapter on the “Mode of Action of 
Ergot Hallucinogens” and bases his interpretations on 
plasma adrenochrome levels. However, Dr. Fred Elmadjian 
discusses “Excretion and Metabolism of Epinephrine and 
Norepinephrine in Man” and points out that his studies do 
not show adrenochrome to be a normal metabolite of epineph- 
rine. Thus, the great value of this conference is shown in 
that men with opposing views have been brought together 
for discussion. 

“Tryptophane Metabolism in Schizophrenics and in Con- 
trols” is described by Dr. E. A. Zeller. In the discussion 
to this paper, Dr. S. S. Kety reports opposing results for 
the excretion of 5-hydroxyindoacetic acid in schizophrenics 
after tryptophane feeding, and explains the difference on 
urine volume and vitamin deficiency. 

Dr. Carl C. Pfeiffer presents a paper on “Acetylocholine 
and Behavior” which contains some interesting studies on 
the stimulating effects of dimethylaminoethanol in normal 
and schizophrenic men. 

The second conference on the “ActH Treatment of Hyp- 
sarhythmia” was formulated because of the report of one 
man, Dr. Lucien Sorel of Belgium. Dr. Sorel presents the 
first paper, a study of 25 children, in which 11 children 
were treated with actu. He states, “all except two showed 
improvement, some remarkably.” Dr. Frederick Stamps in 
another chapter reports on a group of children treated in 
this country with actu, using the Sorel method, and 20 of 
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29 patients showed marked improvement. As an outcome of 
the first acTH report, Dr. Niels Low reports a further chapter 
on studies using cortisone and actH for the treatment of 
hypsarhythmia. 

The “Neurological Status of Patients with Hypsarhythmia” 
is examined by Dr. Peter Kellaway with a view to showing 
the origin of the seizure discharge. Also, “Neuropathologic 
Findings in Three Cases of Infantile Spasms” is given by 
Dr. Charles M. Poser. Three additional chapters are devoted 
to a discussion of acTH and hypsarhythmia in relation to 
other brain disorders. These clinical reports on the use of 
ACTH are so dramatic that anyone who treats children will 
be interested in reading these preliminary studies. 

This is a desirable book for the research scientist; in 
addition, it has particular value for those who wish to be 
at the frontier of our knowledge on brain function. The 
comments are perhaps the most pertinent feature of this 
book since they help to evaluate and elucidate the informa- 


tion presented. 
Grant Suater, Ph.D. 


* * * 









PEDIATRIC PATHOLOGY—Daniel Stowens, M.D., 
Pathologist, Children’s Hospital Society of Los Angeles; 
Associate Professor of Pathology, University of Southern 
California; Diplomate, American Boards of Pediatrics and 
Pathology. The Williams & Wilkins Company, Baltimore, 
1959. 676 pages, $20.00. 


Pediatric Pathology is important not only because of its 
concern with the many lesions that are peculiar to children, 
but also because it provides an opportunity to observe the 
beginnings or modified versions of many diseases that affect 
adults. It is remarkable that so few books deal with tissue 
structure related to disease in the extremely important 
period of rapid development represented by childhood. 

Dr. Daniel Stowens has had a unique opportunity through 
his past relationship with the Armed Forces Institute of 
Pathology, as Registrar of the American Registry of Pedi- 
atric Pathology, to collect material for this book and to 
make use of the photographic facilities of the Institute. The 
result has been a beautifully illustrated compendium of 
information centering around gross and microscopical tissue 
changes in childhood disease. 

In general this survey is comprehensive. It includes a 
good discussion of conditions peculiar to the newborn. 
There are statistics relating to growth and development, 
with a good discussion of the significance of the size of the 
body and its organs. There are numerous references, classi- 
fied as to general subject, but titles are not provided and 
these contributions are not specifically identified in the 
text. An appendix presents an analysis of 10,000 cases from 
the files of the American Registry of Pediatric Pathology, 
showing the scope and relative incidence of diseases that 
affect children and are recognized by pathologists. 

Sections that serve particularly well to supplement other 
works on pathologic anatomy are those on developmental 
disturbances, infectious disease, central nervous system 
lesions, bone and skin pathology. One may be disappointed 
at times that presentations, such as that of glomerulonephri- 
tis, are principally descriptions of lesions, without much 
discussion of what the observations in children may mean 
with respect to our understanding of other manifestations 
of the same or similar diseases. The author, however, has 
written speculative sections upon such subjects as sudden 
unexpected death, hyaline membrane disease, and the nature 
of tumors. 

This is an important book, and will be a valuable refer- 
ence work for pediatricians, pathologists and others con- 


cerned with anatomic changes in disease. 
Atvin J. Cox, M.D. 
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CHRISTOPHER’S MINOR SURGERY—Eighth Edition— 
Edited by Alton Ochsner, M.D., F.A.C.S., Professor of 
Clinical Surgery, Tulane University School of Medicine; 
and Michael E. DeBakey, M.D., F.A.C.S., Professor of 
Surgery and Chairman of the Department of Surgery, Bay- 
lor University College of Medicine. W. B. Saunders Com- 
pany, Philadelphia, 1959. 539 pages, $10.50. 


This is the 8th edition of Christopher’s Minor Surgery. 
This has for years been the authoritative book in the field 
of minor surgery and it has been adequately re-edited and 
kept up-to-date by Doctors Ochsner and DeBakey. The book 
is a good one on minor surgery and could be recommended 
to physicians wishing a ready answer to minor surgical 
problems. 

The original nature of the work was extremely compre- 
hensive with extensive quotations from numerous authors 
on each subject. The present editors, however, have chosen 
to give one simple clear answer to each problem, and the 
book’s value is definitely enhanced by this simplification 
and shortening. 

The difficulty with a book of this type is that many of 
the minor surgical problems have passed, in the intervening 
years, over into major surgical problems. The present scope 
of the subject matter is therefore limited and the simple 
answers of yesteryear no longer satisfy today’s approach. 
This is particularly true in the field of peripheral vascular 
disease, fractures, extremity injuries, soft tissue tumors, and 
problems in the field of sepsis and burns. The scope of the 
book, therefore, is quite limited in respect to previous years. 
This detracts from the general value of a book of this type, 
but for the subjects that are covered, it is still an excellent 
work, Much of the material is better treated in standard 
books on fractures, general surgery, or good brief books in 
the various specialties. The book, therefore, is not as desir- 
able or as practical to the practicing physician as it was a 
number of years ago when these fields of knowledge were 
simpler and less difficult from the standpoint of therapy. 
In its field, this is a good book and can be recommended 
to the general physician. 

Victor Ricuarps, M.D. 


* * * 


BETWEEN YEARS, THE—Dedicated to Adolescents 
and Their Parents—Mark Lewis Gerstle, M.D., Chief Psy- 
chiatrist, California Youth Authority. Published by the 
State Department of the Youth Authority, 401 State Office 
Building No. 1, Sacramento 14. (Intended for placement in 
PTA establishments, schools and churches.) 


In this diminutive booklet, a seasoned psychiatrist presents 
for popular consumption the distillate of his years of clinical 
experience with adolescents and their parents. Dr. Gerstle 
is Chief Psychiatrist of the California Youth Authority, 
which is the State Agency entrusted with the care and 
treatment of delinquent youth. 

“The Between Years” is intended for distribution to 
parent-teacher establishments, schools, churches, and other 
groups of interested adults. It describes, in simple and 
graphic terms, the cardinal conflicts of the adolescent period, 
and, with wisdom and restraint, offers some broad guide- 
lines for parental behavior. Particularly refreshing is an 
absence of mealymouthed pleas for unconditional accept- 
ance and permissiveness. The understanding which Dr. 
Gerstle advocates throughout his presentation is always 
tempered with reminders of parental obligations to impose 
appropriate controls. 

Dr. Gerstle’s reasoning is psychodynamically sound, his 
observations clinically accurate, and his interpretations and 
advice clearly and understandably stated. The booklet is 
recommended to all physicians who have occasion to counsel 
parents of teenagers. 


H. R. Brickman, M.D. 
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CARE OF THE PATIENT WITH A STROKE—A Hand- 
book for the Patient’s Family and the Nurse. By Gene- 
vieve Waples Smith, R.N., M.A. Springer Publishing 
Company, Inc., 44 East 23rd St., New York 10, N. Y., 
1959. 148 pages, $2.75. 


This paper bound book consists of 12 chapters and 142 
pages. It is written by a registered nurse whose husband 
was the patient and there is a foreword by Dr. Arthur C. 
Jones, M.D., Professor of Physical Medicine and Rehabili- 
tation of the University of Oregon Medical School. 

The material is presented for the lay reader who it is 
presumed is a relative or close friend of a patient with a 
stroke, 

The material is well presented and accurate and should 
be of special value to lay people who are going to be 
responsible for the home care of a patient with a stroke. 


* * * 


DOCTORS AND PATIENTS—Stories by Leading Amer- 
ican Physicians—Edited by Noah D. Fabricant, M.D. 
Grune & Stratton, Inc., 381 Fourth Avenue, New York 16, 
New York, 1959. 204 pages, $5.25. 


One must say at the start that the material between these 
covers is rather slight and at best would do for bedtime 
reading before putting out the light. Every doctor has had 
numerous “memorable medical experiences and incidents” 
of this sort (foreword), which are usually freely shared at 
the luncheon table or over the beer and cheese. We wonder 
if this collection justifies its publication in book form; at 
any rate it makes pretty light reading. 


ArtuHur L, BLoomrte.p, M.D. 
* * * 


ANTIBIOTIC THERAPY FOR STAPHYLOCOCCAL 
DISEASES—Antibiotics Monographs No. 12. Edited by 
Henry Welch, Ph.D., Editor-in-Chief of Antibiotics & 
Chemotherapy and Antibiotic Medicine & Clinical Therapy, 
Washington, D. C.; and Maxwell Finland, M.D., Associate 
Professor of Medicine, Harvard Medical School; Associate 
Director, Thorndike Memorial Laboratory; and Physician- 
in-Chief, Fourth Medical Service, Boston City Hospital, 
Boston, Mass. Foreword by Felix Marti-Ibanez, M.D. 
Medical Encyclopedia, Inc., 30 East 60th Street, New York 
22, N. Y., 1959. 208 pages, $4.50. 


During the past decade increasing concern has been ex- 
pressed over the problems of epidemic infections by drug- 
resistant staphylococci. This volume is a compilation of 
information about the drug treatment of staphylococcal in- 
fections. Individual contributors deal with “newer drugs” 
such as novobiocin, vancomycin, ristocetin and others. 
Several of these chapters are well considered and complete 
summaries, others appear to be less well conceived and 
balanced. One wonders what influenced the editors to let a 
concise and meaningful chapter on erythromycin (nine 
pages) be followed by a longwinded (57 pages!) review 
on oleandomycin “its derivatives and combinations.” In about 
one tenth of that space it might have been stated that 
oleandomycin may be considered “a poor relative of erythro- 
mycin,” that triacetyl-oleandomycin is the only available de- 
rivative comparable to erythromycin propionate, and that 
claims for fixed oleandomycin-tetracycline combinations have 
been condemned as false by many responsible and critical 
investigators. 

The descriptions of individual drugs present the views 
held by the authors in the fall of 1958. Additional evidence 
and experience has accumulated since then and can be 
found in current medical literature. The most useful part 
of the volume for the practicing physician who seeks guid- 
ance for the management of staphylococcal infection is the 
“Recapitulation and Discussion” by Dr. M. Finland. His 
13 pages deserve to be read by everyone. 

E, JAWETz 
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ARTERIAL WALL, THE—Edited by Albert I. Lansing, 
A.B., Ph.D., Chairman, Department of Anatomy, Univer- 
sity of Pittsburgh School of Medicine, Pittsburgh, Pennsyl- 
vania. Sponsored by The Gerontological Society, Inc. The 
Williams & Wilkins Company, Baltimore 2, Maryland, 
1959. 259 pages, $7.50. 


This monograph on the arterial wall is a superb contri- 
bution to the literature. It reviews currently available data 
on the structure, function and chemistry of the major com- 
ponents of the arterial wall as a background for those 
interested in atherosclerosis. It is a highly technical dis- 
cussion which brings up to date a host of diverse studies 
dealing with such varying subjects as collagen and ground 
substance, elastic tissue, mucopolysaccharides as well as the 
metabolism of the arterial wall. Other chapters concern the 
study of arterial muscle, vascular endothelium, vaso vasorum 
and lipid metabolism of connective tissue. The nine chapters 
are all written by masters in the field and conclude with 
an up-to-date, pertinent bibliography. 

In the opinion of the reviewer, this book is a landmark 
bringing together for the first time information from various 
disciplines with reference to the arterial wall. The varied 
discussions indicate that the arterial wall is highly complex, 
and as Dr. Dury states in his summation, each chapter in 
this volume presents a challenge and a promise of great 
reward to the more adventuresome investigators among 
biologists of all disciplines. The book clearly indicates that 
we have progressed beyond the stage of descriptive anatomy 
and into the visualization of the arterial wall as a biochemi- 
cal and metabolic factory. 

The book can be highly recommended to all investigators 
interested in fundamental studies on tissues. It has no direct 
clinical applications, but will be intensely interesting to the 
physician who wishes to have a fundamental grounding in 
the current basic approaches to understanding the arterial 
wall. 

Maurice Soxotow, M.D. 


= = * 





RELAXATION AND EXERCISE FOR NATURAL 
CHILDBIRTH—Second Edition—Helen Heardman, Di- 
ploma Bedford Physical Training College, Chartered Physi- 
otherapist (Teachers’ Certificate). Revised and Re-edited 
by the Obstetric Physiotherapists’ Association of the Char- 
tered Society of Physiotherapy. E. & S. Livingstone, Ltd., 
Edinburgh and London, 1959. Distributed in the United 
States by the Williams & Wilkins Co., Baltimore 2, Mary- 
land. 31 pages, 75 cents. (Quantity discounts available on 
request.) 


This is the second edition of this pamphlet written by 
Mrs. Heardman, a devoted disciple of the late Grantley 
Dick Read. The frontispiece asserts that the second edition 
is “Revised and Re-edited by the Obstetric Physiotherapists 
Association of the Chartered Society of Physiotherapy.” 
After careful comparison of the first edition published in 
1950 and the present one published in 1959 this reviewer 
is unable to discover any revision in this entire edition other 
than the addition of two and the deletion of one short 
insignificant sentence. Thus the motivation and justification 
for this second edition is perplexing. Admittedly there are 
some minor changes of a subtle nature: 

(a) The pamphlet is now a meconium brown instead of 
blue. 

(b) The publishers have extensively revised their ample 
advertisements which adorn the front and back pages of 
the pamphlet; no less than 17 books, plus their most favor- 
able reviews, are promulgated for parental investment. 

It is unfortunate that the same errors and poor writing 
which characterized the first edition appear unchanged nine 
years later. For example, Figure 3 on page 8 describing the 
normal position of the vertex in the pelvic inlet when labor 
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begins, depicts an ROA position—quite an unlikely situation 
in the inlet—unless the pelvis is massive or the fetus minute. 

Figure 1 on page 7 is an atrocious one-dimensional dia- 
gram of the pelvis evidently designed to confound and 
confuse. 

Gobbledy-gook writing abounds: On page 19—“Therefore 
every time you empty your bowels, draw a breath as de- 
scribed, then hold it and finally bear down and use the 
expulsive act. You will find it easier with a stool of about 
a foot high . . .” The ambiguous use of the word stool 
stimulates the imagination to wonder why it is easier to 
expel an item of such dimensions. 

On page 30 the expectant mother is introduced to the 
vicissitudes of the second stage of labor as follows: “Each 
time a uterine contraction occurs the effort to bear down is 
resumed and the mother realizes she is growing heated 
and perspiring exactly as if she were playing a strenuous 
game. She knows that soon a very obvious stretching feeling 
will be experienced which sometimes even amounts to a 
feeling of splitting open. This must not arouse alarm, as it 
is not painful when the muscles are prepared. It should be 
appreciated... .” 

One wonders whether Mrs. Heardman really expects such 
a paragraph to instill a feeling of equanimity in the mind 
of the prospective mother. Another assertion that “she will 
seldom need or desire an anesthetic or analgesic” is certain 
to provoke unrest among obstetricians, not to mention our 
anesthesiologist confreres. 

Page 24 has a most unusual explanation for the pain 
of a labor contraction: “Fear tightens the neck of the uterus 
and its lower part, so that the contractions push the baby 
against a resistance and that hurts.” 

Such unscientific and unsound statements are frequent 
and cause this reviewer to state that he is unable to recom- 
mend this pamphlet for the use of obstetricians or their 
patients, 


Joun V. Ketty, M.D. 


* * * 





ROENTGENOLOGIC DIAGNOSIS IN OPHTHALMOL- 
OGY—Edward Hartmann, M.D., Chief of the Ophthalmic 
Department, Lariboisiére Hospital and American Hospital 
in Paris, and Evelyn Gilles, M.D., Chief of the Roentgen- 
ology Department, Quinze-Vingt Ophthalmic Hospital; 
Associate in Roentgenology, Saint Antoine Hospital and 
American Hospital in Paris. Translated by George Z. 
Carter, M.D., Assistant Professor of Ophthalmology, Albert 
Einstein College of Medicine. Edited by Conrad Berens, 
M.D., F.A.C.S., Lecturer on Ophthalmology, New York 
University Post-Graduate Medical School; Advisory At- 
tending Surgeon, New York Eye and Ear Infirmary; 
Consultant Emeritus, American Board of Ophthalmology. 
J. B. Lippincott Company, East Washington Square, 
Philadelphia 5, Pennsylvania, 1959. 375 pages, $15.00. 


The first ten chapters of this monograph are concerned 
with the roentgen examination of the orbit and adjacent 
structures; the last five deal with examination of the sinuses, 
teeth, temporal bone, sella and cranial vault. Special pro- 
cedures such as arteriography, ventriculography and en- 
cephalography are considered, and there is a section on 
lesions of the cervical spine. 

The work is an evolution of a smaller monograph origin- 
ally prepared by an ophthalmologist (Hartmann) but then 
rewritten in conjunction with a radiologist (Gilles). Since 
both men are French and practice in Paris, there is an 
understandable tendency to use European names for common 
roentgenological positions and to have a preponderance of 
the references to the European literature, chiefly Gallic. 
Nevertheless, the illustrations are of good quality (although 
in the negative), are accompanied by line drawings in many 
instances and neatly complement the text. The work should 
be of value to radiologists and eye specialists. 

L, Henry Garcanp, M.B. 
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CLINICAL COORDINATION OF ANATOMY AND 
PHYSIOLOGY—Martha Pitel, Ph.D., R.N., and Mildred 
Schellig, M.D. Springer Publishing Company, Inc., 44 East 
23rd St., New York 10, New York, 1959. 320 pages, $5.50. 


The basic concept of coordinating case histories and clini- 
cal conditions with learnings in anatomy and physiology 
is an excellent one. Anyone embarking upon the study of 
either or both would of necessity learn a great deal if he 
followed all the directions and made the interpretations 
outlined in this study guide and workbook. The authors 
have done a good job in this book and it should be of value 
in nursing education and as a supplement in the early 
phases of medical education. Exact use of the workbook 
and its applicability in any given course of instruction 
would have to depend upon the judgment of the individual 
instructor, There is a possibility that the workbook could 
be of value to the physical educator in his professional 
studies and it might be quite useful in the training of health 
educators in addition to its value in nursing or medicine. 

Although the basic facts of anatomy and physiology change 
but slowly, the clinical applications and correlations may 
be more frequently modified. Certain portions of the work- 
book may need revision more often as a consequence. For 
example, on page 191 and in Figure 76 the back-pressure, 
arm-lift method of artificial respiration is described and 
illustrated. Perhaps it would have been better had the 
mouth-to-mouth method of artificial respiration been cor- 
related with the anatomy and physiology involved. This is 
no great criticism, however, for the mouth-to-mouth method 
has only recently received widespread recognition. It. might 
be more helpful to the student if the bibliographical refer- 
ences were placed at the end of each section with direct 
application to the topics therein rather than being arranged 
alphabetically at the end of the workbook. 


Outver E, Byrp, M.D. 


* * * 


SYMPOSIUM ON GLAUCOMA—Transactions of New 
Orleans Academy of Ophthalmology, 1957—Editor, William 
B. Clark, M.D., F.A.C.S.; Diplomate, American Board of 
Ophthalmology; Professor of Clinical Ophthalmology, Tu- 
lane University School of Medicine, New Orleans, La.; 
Associate Editor, Joe M. Carmichael, M.S.J. The C. V. 
Mosby Co., 3207 Washington Blvd., St. Louis 3, Missouri, 
1959. 314 pages, with 99 figures, $13.50. 


Glaucoma has become the paramount eye disease. Interest 
in glaucoma has intensified and steadily increasing experi- 
mental work is being done. 

This symposium is the work of recognized authorities in 
this field. The assembling and editing of the subject matter 
has been carefully done. All phases of glaucoma are dis- 
cussed. 

No ophthalmologist has adequate knowledge about this 
subject. This book has gathered together the best of our 
present knowledge. Needless to say this book should be 
read by every ophthalmologist. 

Atrrep R. Rosstns, M.D. 


* * * 


BEHAVIORAL CHANGE IN THE CLINIC—A Syste- 
matic Approach—Gerald R. Pascal, Ph.D., Professor of 
Psychology, Director of the Clinical Training Program in 
Psychology and Director of the Psychological Service Cen- 
ter, University of Tennessee. Grune & Stratton, 381 Fourth 
Avenue, New York 16, N. Y., 1959. 128 pages, $4.75. 


This book represents an attempt to found psychotherapy 
on learning theory as that theory has been elucidated in ani- 
mal and human laboratories of experimental psychology. The 
author believes that such an approach “helps bridge the gap 
between what the student learns in general, experimental 
psychology taught as a biological science and what goes on 
in the psychologic or psychiatric clinic.” It draws heavily 
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on such concepts as generalization, reinforcement, and ex- 
tinction. Illustrative cases are cited in support of certain 
points, but these do not constitute proof of the validity of 
the hypothetical system. This reviewer is quite sympathetic 
to the author’s attempt to systematize psychotherapeutic con- 
cepts, but there still remains serious question of the com- 
prehensiveness of the proposed system and its pertinence to 
various kinds of psychopathology. 

There are no statistics presented, and the formulae which 
appear are essentially shorthand statements of propositions, 
consisting of a set of hypothetical constructs illustrated in 
the chapter on “E” (environment), the chapter on “P” 
(prophylaxis) , and other places in the volume. In discussing 
the search for relevant stimuli the author states: “Some- 
where between the obvious and the obscure lie the stimuli in 
which we are interested. We cannot hope to define them ade- 
quately. We can only hope that we can find those stimuli 
which are at once plausible and lend themselves to manipu- 
lation”! 

Clinical psychiatry has made many advances by purely 
clinical observation, through non-laboratory and non-experi- 
mental methods, and in the process has undoubtedly picked 
up a number of false hypotheses which in turn may be cor- 
rected by further clinical experience. Laboratory methods 
can contribute a great deal, however, and perhaps rectify 
some false clinical impressions; but they cannot entirely re- 
place the clinical approach. 

This book will be of much greater interest to psychologists 
than to physicians. 

ALEXANDER Simon, M.D. 


* * * 


SYNOPSIS OF OPHTHALMOLOGY—William H. Have- 
ner, B.A., M.D., M.S. (Ophth.), Professor and Chairman, 
Department of Ophthalmology, Ohio State University; 
Member, Attending Staff, University Hospital, Columbus, 
Ohio; Consultant, Veterans Hospital, Dayton, Ohio. The 
Cc. V. Mosby Company, 3207 Washington Blvd., St. Louis 
3, Missouri, 1959. 288 pages, with 189 illustrations, $6.75. 


This book is a manual to be used by the general practi- 
tioner or student. The outline and chapter arrangement is 
efficient. The subject matter is well chosen by an experi- 
enced teacher. Chapters XV and XVII are innovations which 
set this book apart from similar text books. This book is 
easily and quickly read. It also provides concise and useful 
information. 


Atrrep R, Rossins, M.D. 


* * * 


PRACTICAL GUIDE FOR GENERAL SURGICAL MAN- 
AGEMENT, A—Julian A. Sterling, M.D., Sc.D., F.A.A.A.S., 
F.A.C.G., F.A.C.S., F.LC.S., et al.; Diplomate, American 
Board of Surgery; Assistant Professor of Surgery, Gradu- 
ate School of Medicine, University of Pennsylvania. Fore- 
word by Herbert R. Hawthorne, M.D. Vantage Press, Inc., 
120 W. 31st Street, New York 1, New York, 1959. 67 pages, 
$3.00. 


This is a very brief, simple book, listing in didactic form 
the types of orders that should be given pre-operatively and 
during the immediate post operative period for a variety of 
common surgical procedures. Since these orders vary from 
surgeon to surgeon and from surgical service to surgical 
service at each hospital, it is doubtful that the book would 
be of any real value for anyone except those working in the 
University of Pennsylvania environment. So little material 
is contained in it that it would not be of value to the physi- 
cian engaged in the care of the ordinary surgical problem. 
It might be helpful to an intern, trying to leave, for the first 
time, pre and post operative surgical orders, but otherwise 
there is not enough in the book to warrant its recommenda- 
tion to the general reader. 

Victor Ricuarps, M.D. 
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